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ABSTRACT 
With people living longer and associated increased multi-morbidity and social care needs, 
implementing a change in balance was required between the prevalent hospital-focused model 
designed for acute episodic care, and longitudinal, population-based care. ‘Barometric’ 
indicators such as emergency department attendance, self-referrals, and trolley waits for those 
aged 75+ indicated poorer outcomes rooted in this mismatch and fragmentation. History 
indicated fragmentation to be persistent. Integrated Care was proposed as a policy solution, but 
systemic examples in practice were limited. Integrated care faces two challenges: it is 
polymorphous, with confusion over objectives among different actors and stakeholders; health 
and social care occurs within a complex adaptive system, complicating any change of the 
magnitude required.  
Adopting an Action Research methodology, a programme to design and test a systemically 
scalable model of integrated care was led by the author. A literature search addressed two 
simultaneous questions: (1) what were the key ingredients required to integrate care for older 
persons? and (2) what is a more-effective methodology to support systemic implementation? 
Consensus on the first, but not on the second, and drawing on the balanced socio-technical 
perspective of Greenhalgh et al. (2004), led to a research hypothesis that a framework 
methodology incorporating ‘soft edges’ and ‘hard edges’ identified in the literature (Dixon-
Woods, 2011b) would solve this ‘wicked problem’ in practice. Literature review yielded five 
key ingredients: Personal/ Professional, Culture, Process, Leadership, Organisational.  
In multiple rounds of collaboration with practitioners, a resultant 10-step framework was 
evolved, incorporating elements including governance, population planning, mapping 
resources, service/care pathways, new ways of working, multi-disciplinary teams/ambulatory 
hub, person-centred planning and delivery, supports to live well, monitoring/evaluation, and 
national enablers on workforce, information technology, and finance. It functioned as both 
conceptual model and an implementation roadmap, and was mobilised at six pioneer sites, later 
thirteen, in tandem with a choreographing methodology which included communicating vision, 
and a deep and active programme of engagement in loco comprising networking events and 
timely key metrics, for example, with a core principle of ‘direction without dictat’.     
A mix of quantitative and qualitative data was collected over two years, including surveying 
the utility of the framework to participant actors, and capturing and presenting timely data on 
emergent care-process performance. Pioneer sites demonstrated fidelity to the model, 
improving access and efficiencies. Site specific changes included bed use saving (1,000 bed 
days), reduced length of stay (2-5 days) and improved access (49% seen within 7 days), and 
growth in multi-disciplinary teams (101 posts) and age attuned pathways (45). The framework 
has shown a high degree of utility to the local clinical and managerial leaders tasked with 
implementation. 
The contribution of the thesis is to provide a means of bridging the intent-realisation gap in 
systematic implementation within the complex adaptive system that delivers older persons’ 
health and social care. It facilitates balance between latitude and prescription, emergence and 
fidelity, especially for high autonomy actors tasked with implementation in a context of 
professional regulation and accountability on the one hand, and the lived experience of older 
population on the other. In consonance with Action Research, further research on discrete 
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CHAPTER 1.  INTRODUCTION, PROBLEM DOMAIN, 
DIAGNOSIS, AND OBJECTIVES  
1.1 Introduction  
This thesis addresses problems of equity in access and in sustainability of community-based 
health and social care services, specifically the case of services for older persons. A single-
cycle action-research approach is adopted after Susman and Evered (1978) to frame the 
multiple activities and interactions involved (see Figure 1).  
The objective of this chapter is to describe history, context, and symptoms in a process leading 
to diagnosis, research question and thesis objectives. So this chapter comprises the Action 
Research Phase 1 of the thesis, Diagnosis, as shown in Figure 1 . 
The problem addressed is rooted in fragmentation and poor integration of service activities and 
differences among key actors, and has integrated care as a proposed solution as a starting point.  
The work centres on implementing integrated care at ‘pioneer’ scale with a view to expanding 
to national scale, using a framework methodology, and bridges an important theory-practice 
gap. The project work was carried out by the author as a key participant and researcher in the 
Integrated Care Programme for Older Persons (ICP OP) 2016/2019. The work is based in 
evidence in the literature of ‘what works’ in the field of health and social care. In this way 
aspects are addressed in ways that are shown to be effective and actors are comfortable with. 
Delivering at national scale is seen to occur within a complex adaptive socio-technical system 
with significant actor autonomy. This led to a requirement for useful and enabling practical 
guidance and governance in combining social and technical aspects, and in developing 
knowledge of how to draw these together in a way that is determined to be effective, legitimate 
and, meaningful for the key parties of actors involved. ‘Soft edge’ elements of language, 
narrative and working relationships are important, as are key ‘hard edge’ elements of 
integration in services (Dixon-Woods, 2011b). 
The work has taken an evidence-based and inclusive approach, ranging from reviews of the 
extant literature to developing information systems to bring together relevant data by which to 
evaluate a present situation and consequently impacts of any changes made. The work 
combines practice and research in ‘brownfield’ service design, concerning lived reality in a 
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client-system infrastructure which includes those involved in delivering and sustaining health 
and social care services, the older persons and their carers and families who are living their 
lives and engaging with services to continue to do so, those planning and accountable 
nationally, and the facilities, information and communications technology to link and monitor 
the activities. 
The core contribution of the thesis to research and practice is the 10-step Framework 
Methodology that incorporates these elements, and the set of surrounding approaches required 
to complement it (see Discussion Chapter 8). 
The following is an indicative account of authoritative literature and experiences that informed 
the direction of travel and diagnosis, and of evidence used at the time decisions were made and 
the work was done. While presented in a linear fashion, the work involved considerable 
iteration.  
While it is acknowledged that looking back, there are many more relevant sources that either 
did, should have, or could have influenced the work, those cited give a sense of rationales 
actually used at the time of the work done, for the record.  
1.1.1 An Action Research Project (Justified and elaborated in Chapter 2) 
The work combined developmental and experimental action and research, and was framed, as 
single-cycle of an action-research cycle as per Susman and Evered (1978) , with a framework 
comprising six elements, the focal client-system infrastructure and five key phases (Figure 1):  
0. The Client-Service Infrastructure: key actors and parties involved (elaborated later)  
1. The Diagnosis phase: the present chapter, justifies and sets direction  
2. The Action-Planning phase: orientation, literature review, framework development  
3. The Action-Taking phase: pre-mobilisation and mobilisation,  
4. The Evaluation phase: data system development, collection, presentation, discussion 
5. The Specify Learning phase: conclusions, recommendations and epilogue. 
The ‘Client-Service Infrastructure’ above is defined by Susman & Evered (1978) as ‘An infra-
structure of ad hoc and permanent face-to-face groups is generally developed within a client 
system to conduct action research. A client system is the social system in which the members 
face problems to be solved by action research’. This proved to be a very useful construct. 
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1.2  Prologue: Situation at 2015/6 
A backdrop to the inception and work of ICP OP in 2015/2016 is formed by historical notes on 
Irish health service policy and issues of access/ fragmentation/ integration and implementation, 
an author motivation, a rapid literature review, and some contextual notes on the people 
involved and the author’s background. History, context, and process are important. 
1.2.1  History:  Health system and policy  
Any account of change must be accompanied by a historical background related to the work. 
Wren (2003) identifies a major longstanding fragmentation in health and social care resulting 
in inequity, as exemplified by the myriad of agencies involved in care delivery, a silo mentality 
and a two-tier system. These, in turn reflect a wide range of historical shaping forces, political, 
social, religious and secular. History yields important lessons for the future. 
A summary note is given in Appendix 1 citing a sample of key reports and initiatives: ‘Robins’ 
report 1988, ‘Quality and Fairness’ strategy 2001, ‘Primary Care’ strategy 2001, ‘Prospectus’ 
report 2003, formation of the HSE 2005, formation of NCP OP 2010, ‘Positive Ageing’ 2013, 
‘Healy’ Report 2014, ‘Slaintecare’ 2017. This is accompanied by a very brief note on national 
financing. These are to provide an indicative record of formative influences on thinking in the 
thesis, but the account is too long to include here. 
2. Action Planning  
(Theory) 











Figure 1.  The thesis project as an action research cycle (after Susman & Evered, 1978)  
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A common feature of historical efforts in health system reform leading to the formation of ICP 
OP, includes scant attention to what is actually meant by integrated care, as it is widely 
understood in the international community active in health and social care, and this applies also 
with specific regard to older persons. Where integrated care has been referenced, this is usually 
not defined in any detail and typically used as a form of ‘shorthand’ for horizontal 
organisational or service linkages, which are inherently weak sources of integration.  
Importantly, Burke et al. (2018) note that strategic reform in the health domain has been, 
throughout its history, fraught with problems of partial implementation. 
Thus, while perceived models may have deficiencies of scope on the ‘what’s of integrated care, 
more importantly, almost no significant attention is paid to implementation as a systemic 
process. There appears to be an assumption that getting structures ‘right’ will in turn address 
the secondary benefit of integration.  
1.2.2  Context 
1.2.2.1  Rapid literature review of integrated care for older persons.  
As a first action, the author conducted a rapid literature review1 of the evidence of effective 
interventions to integrate care for older persons. An indicative summary is presented in 
Appendix 2. The review included systematic reviews (n=15) and evaluation studies (n=9). This 
work informed the diagnosis and mobilisation phases of the thesis in particular. 
Whilst the rapid review of integrated care with older persons did not result in a separate report, 
the results of the evidence synthesis was discussed with the National Working Group for Older 
Persons given the skill set and knowledge of this group. It formed a critical backdrop to the 
ensuing research and practical work. 
                                               
1 Rapid reviews are recognised as a streamlined approach to synthesising evidence. This is 
most useful where the evidence is emergent and where policy makers face imminent decision 
(e.g. what should a model of care include). The Khangura et al (2012) Knowledge to Action 
(KTA) approach piloted by health policy makers and operational managers in Canada was 
adopted. The approach had utility where timely, trustworthy and user friendly evidence was 
required where immediate action is required and the time required for a systematic review is 
not realistic. The approach adopted involved eight steps that identified the need, refined the 
key questions, screened systematic reviews (including meta-analysis) and developed a 
narrative synthesis. This ordinarily is produced in a report that is fine tuned in tandem with 
knowledge users. 
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In essence, the rapid review highlighted some key evidential findings: 
• Integrating care for older persons is used as a policy solution (Herbert et al 2003; 
Borgermans et al 2107; Hendry et al., 2016; Billings and Leichsenring 2006; Billings 
et al 2006; Keong et al., 2012; Carswell, 2015; Pike and Mongan 2014).   
o This in itself was an important finding in reinforcing the need for the approach 
to be proposed as policy to the clinical and managerial community.  
• The body of evidence is growing for this this approach: it improves health and social 
care outcomes (Barnabei et al., 1998; Counsell et al., 2007; Bielaszka-Du Vernay. 
2011; Boult et al., 2013; Thistletwaithe et al., 2011; Berglund et al., 2015a,b).  
• Carer burden is decreased (Trivedi et al., 2013) 
• The efficiency and effectiveness of service providers is increased (Naylor et al., 2004, 
2015; Boyd et al., 2008; Camero et al., 2013; Nolte, 2015b).  
• There is also growing evidence on ‘what works’, in improving specific discrete aspects 
of care for older persons (Goodwin and Smith 2011; Davies et al.,2011; Roland et al., 
2012; Nolte 2012; Stewart et al., 2013; Mitchell et al., 2015; Advantage, 2018). The 
key interventions that emerged included the establishment of 
o  bespoke care pathways,  
o multidisciplinary teams working in the community  
o and adopting a case management approach.  
Thus, it was well established that integrated care could provide multiple benefits in terms of 
maintaining better health status, better quality of life, and less demand for the more intensive 
hospital treatments, and especially arrivals at ED. The key unresolved question was how to 
implement it. But, that diagnosis still has some evidence to be worked-up before it is presented 
as an evidenced hypothesis and translated into a research question. 
1.2.2.2  Working definition of ‘Integrated Care’  
Various sources informed the understanding of ‘Integrated Care’. Kodner’s (1999) review of 
170+ taxonomies reflecting values, context, types and levels of integration, Goodwin’s (2016) 
summary of major perspectives, and WHO’s (2016a) characteristics, are indicative: 
• Context informs perspectives  (Kodner, 1999) 
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what integrated care should deliver 
who should benefit  
and what are the benefits  
• Service user perspective (National Voices, 2013) 
“I can plan their care with people who work together to understand me therefore, and 
my carer(s) allow me to control and bring together services to achieve the outcome 
important to me.”  
• Health systems, management and organisation of services perspective (Goodwin 2016)  
common organisational structures that amplify co-operation or a focus on models of 
care that aligns administrative, funding and care pathways.  
• No unifying definition or common conceptual understanding (WHO, 2016a) 
the construct is shaped by a combination of perspectives held by service managers, 
policy makers, academics, care professionals and service  users/carers. 
Reflecting its nature of emergence, and need to embody multiple perspectives, a working 
definition was adopted from Goodwin:  
“ a coherent set of methods and models on the funding, administrative, organizational, 
service delivery and clinical levels designed to create connectivity, alignment and 
collaboration within and between the care and cure sectors.” (Goodwin 2013b) 
Deep connectivity, alignment and collaboration would be crucial. 
1.2.2.3  Client-system infrastructure: perspectives of key actors. 
A client system is the social system in which the members, the different parties of actors, face 
problems to be solved by action research (Susman and Evered, 1978).  In terms of this thesis, 
it comprises the actors and groupings with their different perspectives, voices and 
understanding of what integrated care means - the polymorphous characteristic.  
These participant parties include (this list is not exhaustive) typically the following (with 
indicative examples of concerns):  
• Local clinicians: performance in Length of Stay, Readmissions attributed poor care 
• Local service managers: prescriptive waiting, compliance targets, on fixed resources 
• National/strategy: existence and legitimacy of performance data to justify investment 
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• Service Users, family/ carers, and their advocacy groups: fear of ED, decompensation 
• Broader staff members: professional v financial latitude 
• Local service organisations: their own service level agreements  
This range of perspectives gives rise to the ‘polymorphous’ characteristic of integrated care, 
which must be addressed in implementation. The key actors in health system change are the 
local service managers and front line clinicians, given their proximity to and impact of change 
on their working lives, and the working lives of those for whom they are responsible.  
It is important to note that the results of a staff experience survey (HSE, 2015i) and a survey of 
older person perspectives revealed very significant problems of engagement within and with 
the services. This was a less than benign environment for attempting systemic change. This 
introductory description of the client-system infrastructure is elaborated in Chapter 2. 
The history of the actor ecology indicated bridge-building was required. The world-views held 
by different actors added to the complexity and nuances involved in developing integrated care 
and mobilising key actors:  
o There were considerable challenges in terms of structures, intra-sectoral differences, 
and strategic priorities.  
o The performance metrics used, modified to their detriment during a decade of austerity, 
were focused on organisational efficiency without substantial reference to patient 
outcomes.  
o Staff were expressing a disconnect from the mission and purpose of the organisation 
and their contribution.  
o Beneath these ‘organisational layers’ were gaps in professional culture, tribal belonging 
and professional affiliations. 
o There was a dearth of data collection capacity on critical performance status criteria.   
This lack of shared objectives, and deficiency of information represented a less-than-benign 
context in which to introduce integrated care, and the ecology generally was a challenge to its 
implementation. It was unclear what benefits could be demonstrably derived from, and 
attributable to, integrated care initiatives, and how these could be related to improving cost / 
value, in a way that is understood, legitimate and valued for key actors.  
Difficulties arise because integrated care is a multidimensional, polymorphous construct. 
Depending on one’s vantage point, the construct differs and this has contributed to 
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unfavourable reviews (Exworthy et al., 2017). Kodner and Spreeuwunberg (2002) highlight its 
origins in systems theory and acknowledge that a lack of conceptual clarity as a barrier to the 
promotion of integrated care, describing it as a modern day Tower of Babel.  
They point out differences in interpretations of integrated care, in different jurisdictions and 
amongst different actors. They suggest that this has impeded exploration of the intellectual 
territory surrounding the concept. They highlight the challenge of aligning ‘top down’ 
(organisational) process and structural characteristics, with the need to accommodate ‘bottom 
up’ (patient) requirements. This includes an alignment of very different world views, ranging 
from financial and organisational administrative structures, to discrete clinical views on 
effective interventions and service models.  
The multi-perspective nature of integrated care is amplified as one engages in inter-sectoral 
and interdisciplinary discussion. Given the nature of large organisations and the complexity of 
healthcare, the challenge in mobilising the Integrated Care Programme for Older Persons (ICP 
OP) has proved to be substantial in terms of the range actors involved. These actors operate at 
macro-, meso- and micro- levels, each encumbered with their respective accountabilities and 
world views. Polymorphism is an inherent part of the developmental environment.  
The people tasked with translating the strategic change into clinical and operational reality are 
local managerial and clinical leaders. However, their focus (and training) is on the ‘day job’ 
and therefore often may lack the capacity (knowledge, time, resource) to deliver the desired 
change. 
1.2.2.4  Personal background and motivation  
As the author was both practitioner and researcher, a description of personal background and 
motivation are a requirement as backdrop on perspectives taken and the continual task of cross-
checking validity with relevant others (for an expanded version see Appendix 1c.) 
Briefly, the author held positions of responsibility in his career as a clinician in mental health, 
as a manager at levels including running a hospital, in education including relevant 
postgraduate study and professional teaching. He had significant experience in ‘the good and 
the bad’ of practices in institutional and community health and social services, in process 
design / improvement involving positive productive engagement between clinicians and 
managers, and in diffusion of health service innovations. He was with ICP OP from the start. 
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1.2.2.5  NCP OP 
The National Clinical Programme, Older People (NCP OP) was established in 2010, to 
synthesise and disseminate best practice in gerontological health care, in an advisory and 
educational role. Its specific brief was to describe a universal (national) model of care for older 
people in Ireland. The NCP OP published an Acute Care Model for Older Persons (NCP OP, 
2012) which described the elements of an inpatient care pathway. This model was intended as 
one of three care models that included mental health, and care in the community. The NCP OP 
also developed complimentary guidance (NCP OP 2013, NCPOP 2015a, NCP OP 2015b) but 
its role did not involve implementation of that guidance. As a result, NCP OP did not engage 
with service managers or local clinical staff in implementing the published (or proposed) model 
of care, that was not in its mandate.   
1.2.2.6  ICP OP 
The Integrated Care Programme Older Persons (ICP OP) was proposed by the Health Service 
Executive (HSE) in 2015 to develop an integrated model of care for older persons in response 
to strategic and operational challenges experienced in the health system (see symptoms in this 
chapter), building on from the  NCP OP programme (the clinical, hospital-based initiative 
described above). The key intention was to realise, at national scale, the delivery of more care 
and attention in the community and thus avoid older persons defaulting to acute hospitals. 
ICP OP was proposed under joint sponsorship of the Clinical Strategy and Programme 
Division (CSPD) and the Social Care Division (SCD), to design and test a model of integrated 
care, including implementation. The author was a key participant in ICP OP from its inception.  
The underlying plan foresaw three expanding stages: 1. Initiation, Design & Test (the focus of 
this thesis) i.e. develop a legitimate and scalable methodology; ‘2. Scale-up, i.e. disseminate 
and diffuse the learnings across the system; and ‘3. Embed” (see Figure 2, after Hendry, 2015): 
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Figure 2.  Plan for ICP OP scale-up within a larger three-stage programme (adopted from 
Hendry 2015) 
1.2.3  Outcomes: Symptoms of fragmentation and congestion experienced by 
older persons 
At the start of the ICP OP project, timely data was available for hospital inpatient, discharge 
and ED activity and Life Expectancy (based on mortality), but very little if any routine data for 
health and social care in the community.  
1.2.3.1  Inpatient and day case activity 
During 2008-2014, in-patient discharges increased 6.3%, of which aged 65+ accounted for 
82%, and day cases by 24.7%, of which aged 65+ accounted for 53%. (HSE 2014b).  
1.2.3.2  ED Access  
ED Demand was growing at 5.4% annually and overwhelming EDs (HSE, 2016c). In 2016, on 
average, 7% of over-75s presented at ED, with up to 12 % in December (SDU data, 2017).  
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Figure 3.  Distribution of trolley wait times for patients aged over 75 yrs. with more than 24 
hours wait 
ED trolley2 waits became critical. In 2015, the number of older persons spending >24 hrs on a 
trolley reached a tipping-point, and this reinforced the need to act (Figure 3). In that year, 
11,207 patients spent 24-36 hours (44 per 1000 75+ population; ~45%3  admissions 75+); 2368 
spent 36-48 hours (11 per 1000 75+ population; ~11.5% admissions 75+); 11 cases got to a 
seventh day or more; on the data above, approximately 63% of admissions spent over 24 hours 
on a trolley. i.e. Prolonged access waits for older people were found to be progressively more 
problematic for older patients, broadly those over 75yrs: the older one is, the longer one waits, 
with greater risk of poorer outcomes (Figure 3; SDU, 2014a), and this was not improving 
(HSE, 2016b).  
Typically, 40% of people on a trolley in an ED over 24hrs are aged 75+ (BIU, 2017). The data 
above indicate that over 60% of those admitted to the ED wait on a trolley for over 24 hours. 
Delayed discharges4 in hospital varied between 500 and 800 in 2014-2015. In 2014, the number 
reached a record high. The provision of funding in March 2015 enabled delayed discharges to 
drop considerably from a peak of 800+ to below 500. Delayed discharges is a key marker of a 
system that is not sensitised to the needs of older people (Coffey et al., 2015). The number of 
                                               
2 DoH measure: number of adults & children (all ages) awaiting an inpatient bed, at 28 EDs 
3 “~” signifies a composite estimate from the ED data in the charts   
4 Delayed discharges: number of people medically fit to be discharged but leaving hospital is 




















Hours on trolley 
>75 Yrs who spent 24 Hours or more on a trolley in ED (2015) 
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patients waiting on trolleys ran, somewhat cyclically between 200 and 400.  
 
Figure 4.  Per-hospital variation in older persons (65+) attendances and admissions (2015) 
Variation in attendances, admissions of aged-65+ at hospitals (Figure 4) indicates an 
association between the percentage of older persons attending and hospital size/intensity. 
1.2.3.3  Life expectancy 
In 2016, life expectancy (Eurostat 2016) was:  
• In Europe: 80.9 years (female), 83.6 (male), 78.1 (total), a 7% increase in 20 years 
• In Ireland: 81.7 (F), 83.6 (M), and 79.8 (total), also a 7% in 20 years, and four years 
between 2002 and 2016.  
This transition is claimed to better management of chronic disease (Jones and Podolski, 2012), 
and to improved health services and spending on health and social care over those years (DoH, 
2016). However, there was concern that the gain in life expectancy was not a match for the rise 
in expense. There is disagreement and debate over what this means for future patient service 
demand (discussed below, this chapter). 
1.2.3.4  Potential consequences 
Persistant ED overcrowding and access problems compromises quality of care and lead to 
poorer clinical and social outcomes: (Liew et al., 2003; Sprivulis et al., 2006; Richardson, 
2006; Richardson and Mountain 2009; Ellis et al., 2011a,b, 2014; Imison et al., 2012; Forero 








































ED Attendance, IP Admissions and % Older Persons (65+)
ED Atts ED Admits % Older
15 
• extended in-patient length of stay  
• excess patient mortality, estimated at 20-30% excess mortality rate  
• The system and its workers are struggling to cope with demand 
• functional decline  
• delayed transfer of care 
• long-term institutionalisation. 
1.2.3.5  Projected population growth  
A key context is the increase in population, and especially of the larger proportion of older 
people requiring service, and relatively fewer people of working age to support them in their 
old age (age dependency). In Ireland, between 2011 and 2016 the population aged 65+ years 
rose by 17%, and was projected to grow by 37% over the following 10 years (see Table 1), 
while the population aged 85+ rose 21% and was expected to rise by nearly 50%, respectively. 
The dependency ratio was projected to rise by nearly 6 percentage points in 2016-2026  (CSO 
2011).  
                \Year 
Age Group\ 
2011 2016 2021 2026 2031 % Chang e 
2011-2031 
65+ (1000s) 532 624 732 855 991 86.3% 
85+ (1000s) 58 70 85 104 136 134.4% 
All ages (m) 4.57 4.68 4.87 5.04 5.18 13.4% 
      Increase 
Dependency ratio 17.3% 20.8% 23.7% 26.7% 30.0% 12.7% 
       
Table 1.  Ireland population and dependency ratio projections 2011-2031 (CSO, 2011) 
1.2.3.6  Discussion: Gravity and difficulties of determination, ‘what does good look like?’ 
It was clear from all of the above that the current non-financial data availability gave a restricted 
view on critical activities in the older persons health and social care landscape. It was generally 
confined  to acute hospital activity, in particular ED data, and mortality data, for which Life 
Expectancy is indicative, with very little if any routine data for health and social care out in the 
community.  
However, access data did have indicative, ‘barometric’ value: problems in timely access to 
urgent care are indicative of a systemic lack of integration (WHO 2010, p.6).  
When this group access services they tend to default to acute hospitals in the absence of 
community based alternatives (Lyon et al., 2007). 
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In reining-in costs, the strategic level lack detailed information to evaluate systemic models to 
reduce the increase in commitment. In short, their gaps in their information on outcomes leaves 
decision-making blind to determination and judging ‘what good looks like’, especially in the 
case of the system around community services for older persons. 
The cohort of the older aged population required a more nuanced approach to support rational 
planning. This is necessary as their considerable requirement for service is masked by the 
‘overall’ nature of reported health status and mortality trending (after Connors, 2016) which is 
difficult or impossible to unbundle for decision-making.  
This gap leads to the fourth thesis objective set out in Objectives. 
1.3  Alternative courses of action 
The system faced three alternatives to deal with the problems at scale: stay with present course, 
apply process improvement tools, design a framework methodology to implement integrated 
care at scale.  
1.3.1  Continue with present methodologies. 
Senior management could choose to stay on the present organisational course using present 
methods of information collection, inquiry, goal-setting, decision-making and implementation.  
Depending on assumptions, there would be more people with long-term medical conditions, 
requiring more intensive treatment, more frailty, dementia, disability, dependence and social 
isolation (Beard et al., 2016), and so greater demand for health and social care services across 
all providers, public and private (Health Pricing Office 2016a,b; HSE, 2016f; Wren et al., 2017; 
Ma and Nolan, 2017). Wren et al. (2017 p.6) project increases 2016-2021 as follows:  
• Inpatient discharges +30% 
• Home care hours +54% 
• Home care packages (for more complex community care) + 66% 
• GP visits +27% 
• Health care resources for aged 85+s: +15% . 
Assumptions vary as to the translation of increased older population into resource needs:  
• Gruenberg (2005): more multi-morbidity, as new treatments prolong life 
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• Fries (1980)/ Manton (1982)/ Dwyer-Lindgren et al. (2016): incidence and impact of 
disease postponed until later years; despite more incidence, technology lessens impact  
• Irish policy makers concerned for continuing increases in commitment of national 
income to health and social care e.g. since 2000 (Thomson et al., 2014) 
1.3.2  Lean-type Continous Process Improvement rubrics 
In systematic review, improvement methods adopted from other fields such as Lean were 
reported to work in many places, but these were invariably in specific very local contexts (labs, 
radiology), and such adopted techniques were indicated not to be a good fit with scaling-up to 
system-level or systemic change (Radnor et al., 2012). 
1.3.3  Alternative: Develop a new, framework approach to implement 
integrated care 
The implications are significant unless urgent attention is given to a model of care that shifts 
the balance of care appropriately towards an integrated community care model of service. In 
response to this, health and social care systems are emphasising the need for integrated care 
that can provide care at or near home as an alternative to acute hospital as a default.  
1.3.3.1 Potential benefits of Integrated Care  
The following are some evidence-based notes on IC as a solution to problems in health and 
social care, and to give a flavour of potential for Ireland: 
• In general, improves health and social care outcomes (Bielaszka-Du Vernay, 2011; 
Barnebei et al., 1998; Berglund et al., 2015a,b; Boult et al., 2013; Counsell et al., 2007; 
Thistletwaithe et al., 2011). 
• Meets the needs of people with multi-morbidity (European Observatory/Rijken et al. 2017; 
McKee et al., 2017), coupled with complexity (Ham and Walsh, 2013; Ham et al., 2011; 
Kennedy et al., 2011).  
• Focuses on a ‘high need, high cost’ population (5% of the older population utilise 27%-
50% of total healthcare resource) (Blumenthal et al., 2016; O’Shea, 2015)  
• Decreases carer burden (Trivedi et al., 2013)  
• Enables older people to stay and receive care in their own homes (Goodwin, 2015b) 
• Prevents avoidable hospitalisation or delays in hospital stay (Goodwin, 2015b)  
• Improves sustainability of spending threatened by population aging  (McKee et al., 2009; 
Oliver et al., 2014; Prince et al., 2015; Beard and Bloom, 2015; Bloom et al., 2016; Ma 
and Nolan, 2107).  
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• Counterbalances disease-oriented health system mind-set that leads to fragmentation of 
care and over-hospitalisation. (European Observatory (McKee et al. 2017)) 
• Improves the efficiency and effectiveness of service providers (Naylor et al., 2004; Boyd 
et al., 2008; Camero et al., 2013; Nolte, 2015b). 
• As a service design construct, it offers an effective bridge between the national and the 
local.   
• There is no ‘one best model’ of integrated care which provides an ‘off the peg’ model of 
care and this suggests there is no single best ‘approach’ to integrated care.  
• Whilst the evidence is not unequivocal, integrated care has been gaining traction across 
many different health economies (MacAdam et al., 2015; Larsen et al., 2006; Shepperd et 
al., 2013; Goodman et al., 2012). 
A key point is that, unlike local process improvement initiatives, integrated care, and 
specifically for older persons, has been successfully applied as a policy solution in many 
countries (Herbert et al., 2003; Borgermans et al., 2017; Hendry et al., 2015; Billings and 
Leichsenring, 2006; Billings et al., 2006; Keong, 2012; Carswell, 2016; Pike and Mongan, 
2014). It satisfies key requirements, that it has the potential: to resolve many of the problems 
identified earlier; to scale to systemic level, i.e. national, country-wide; that to the key actors 
involved, its pursuit worth pursuing in terms of credibility and legitimacy from a professional 
standpoint.  
1.3.3.2 Problems of implementing IC in the literature 
The challenge of implementing integrated care is substantial and reflective of the difficulty in 
achieving change more generally in health systems (Herbert et al., 2003; Nolte and McKee, 
2008; Boult et al., 2009, 2011; Best et al., 2012; Goodman et al., 2013; Ham and Walsh, 2013; 
Bodenheimer and Sinsky, 2014; Pike and Mongan, 2014; Booker et al., 2015; Nuffield Trust, 
2015; May et al., 2016). Specific reported characteristics of the task illustrate the situation 
faced at 2015/6: 
• The changes required are strategic and systemic. 
• There is uncertainty about ‘what works’ with regard to the many providers of health and 
social care (Bodenheimer, 2007; Best et al., 2012; Ovretveit et al., 2011; Ovretveit 2011a,b) 
• This is particularly problematic at a systemic level (Greenhalgh et al. 2009, 2012; 
McFarlane et al., 2013).  
• “The scale and complexity of implementing integrated care can easily overwhelm even 
strong leadership and project management…” (Nolte, 2012) 
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• Successful systemic transformation rare outside of specific closed systems (e.g. Veterans 
Administration) or more localised examples are rare (Jha et al., 2003).  
• It generally takes 2 years to bed-in a new model of this type and 7-10 for it to mature 
Goodwin (2015a); It takes 3-5 years to implement and yield the desired change (Busse and 
Stahl, 2014; Rutten-van Mölken, 2017). 
• There are multiple stakeholder groups involved, with different priorities. 
• Integrated care is polymorphous: it is a term that has many meanings to the different people 
and constituencies involved. 
• Systemic development of ICT (required for IC) was a recurring problem (DoH, 2005). 
• Deficiencies of consistency, fidelity and complexity of attribution, and random confounding 
external effects where variables cannot be controlled (Evaluation of pilot integrated care 
sites in the UK: NAO UK, 2017a). 
• It is difficult to determine relevant outcome effects attributable to integrated care: 
o It takes a substantial amount of time for demonstrable patient/population outcome 
effects s to emerge (Valentijn et al., 2013; Jha et al., 2003). 
o Complexity of accurate costing and value determination across the health system 
(Wren et al., 2017). 
Given the less-then-benign actor context (noted earlier) at the time, these points indicate a poor 
prognosis without significant effort to address them, especially to key aspects like fidelity, 
engagement, legitimacy, and data. 
1.3.3.3 What would needs to be done to achieve implemention at systemic scale? 
There were many authoritative indications of directions of travel:  
• Create the conditions for improvement rather than address change as a ‘managed’ 
process Ovretveit (2011s). 
o incentives and enablers (finance technology and evaluation)  
o address high autonomy professional networks by adopting an appropriate 
change methodology.  
• Must be population focused, anticipated, planned and co-ordinated (Ham et al., 2011) 
• The World Health Organisation (WHO, 2016a) recommended five interwoven 
strategies: 
o engaging and empowering people and communities 
o strengthening governance and accountability 
o reorienting the model of care 
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o coordination within and across services 
o creating an enabling environment.  
• Developmental action is required together across a number of service dimensions, and  
at macro (system), meso (organisational) and micro (clinical) levels (Valentijn et al., 
2013) 
o And, to achieve this requires a framework methodology - to balance and 
maintain fidelity to the multiple elements required (Valentijn et al., 2013). 
• The question of top-down or/and bottom-up remains in tension and unresolved:  
o Implementing a ‘top-down’ command-and-control model satisfies this need, but 
it is recognised as problematic, delivering much less effect than anticipated 
(Best et al., 2012, Greenhalgh et al., 2009, Schaffer et al., 2013).  
o Equally, an emergent (‘bottom up’) approach has inherent weaknesses, not least 
the ability to ensure the required scale with coherence at a national level (Ham 
and Walsh, 2013).  
1.3.3.4 Requirements for a framework approach  
A framework approach was identified as being a key requirement to address issues of fidelity 
and consistency at scale, and to address the polymorphous nature of IC by enabling a common 
understanding and language of engagement (‘same hymn-sheet’). Based on the situation 
assessment (earlier) and additional literature reviewed subsequently, key requirements for a 
suitable proposed methodology were that:  
• It would build on the scalability and conceptual scope of the Valentijn Rainbow Model 
of Integrated Care (Valentijn et al., 2013; Valentijn, 2015), including social capital and 
trust, but also address weaknesses with regard to realising implementation. 
• It must scale to national level.  
• It must address the need for high autonomy professionals to own and shape the change 
by providing direction, not dictat.  
• It must be perceived as legitimate and worth the effort of engagement 
• It should support responsible autonomy, resulting in adaptability and meaningfulness 
(Walker et al., 2008) 
• It must mobilise key actors 
• It must address difficulties arising from the polymorphous nature of IC Finally,  
• It must accommodate the complex normative forces (cultural/professional/political 
dimensions) which impact on implementation, to which traditional bureaucratic means 
of organisational change are ill-suited, with their emphasis on hierarchy, efficiency, 
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predictability, quantification, and control - including and setting targets from a distance 
(Valentijn et al 2013; Walker et al, 2008).   
• It must attend-to the interests of providers as well as recipients of services; address staff 
meaning, purpose and motivation. (Institute for Health Improvement (US) in Sikka et 
al., 2015) 
• It should be pragmatic and easily understood, as per the EAST framework developed 
in engagement with public sector policymakers and practitioners (Behavioural Insights 
Team (UK) /Burd and Hallsworth, 2016; Halpern, 2017)  
• It has to be flexible enough to accommodate local context, opportunity and history 
• Its components should be ‘plastic’ in responding to shifting context, with flexibility in 
utilising resources and relational restructuring (Normalisation Process Theory in May 
et al., 2016).  
• It should support determination of benefits, many heretofore unmeasured and 
unappreciated. (see analysis of access data earlier). 
• The resultant developments must be sustained into the future  
• It should include human factors, organisational structures, policy landscape, technical 
challenges and habitual managerial or clinical practice. 
• Overall, it must address the ‘hard edges’ of evidence based processes that have to be 
followed, in combination with ‘soft edges’ of social influence and associated constructs, 
identified in the Dixon-Woods et al. study into the adaptation of best practice in 
healthcare system change (Dixon-Woods et al., 2011b). 
When taken together, such ideas were a major departure from established mechanistic models 
of efficiency, effectiveness and control that underpinned current practice, and they were seen 
to have important implications for the design of an implementation methodology, that (in turn) 
was intended to shape the design and implementation of working integrated care models (Evans 
et al., 2016, Leviton 2011, Benson 2005, Anderson 2011, Booth et al., 2013, Mintzberg 1978).  
The question in the foreground was not whether to adopt integrated care and how to configure 
it (elements, framework). There was consensus on those ‘what’s, and the choice had been 
made. Based on the evidence, integrated care was accepted as legitimate and agreed to be 
highly desirable, and many clinical elements were being developed (e.g. NCP OP inpatient 
pathway). 
However, the question became one of ‘how?’: how to draw them together in balance as a 
guiding holistic and legitimate model of a living change process, not just a collection of 
22 
desirable elements in place. This required information on the relationship of this task with to 
known methods: (1) constructs like care pathways, economic sustainability, professional 
autonomy, polymorphous, case management, quality of life needed to fit in the one frame, and 
to be understood by all involved, especially the local leaders and the national sponsors; this 
was necessary in order to develop the required collaborative processes and to ensure focus on 
about the key service elements would be required to achieve a significant and sustained step of 
service behaviour change; and (2) additionally, what means could be developed, e.g. data 
collection on performance measurement and presentation, whereby it could be known and 
accepted as legitimate that significant and worthwhile ‘good’, if any, had happened?  
The ideas developing had a strong resonance with the Greenhalgh et al. framework (2004) was 
a useful way to position the emerging ideas. In a comprehensive review of dissemination and 
diffusion of innovation in health systems, Greenhalgh et al. (2004) offered a rounded and useful 
conceptual characterisation of approaches taken in implementing systemic changes in a care 
system. Critically, they assumes it as a complex adaptive system.  
In their framework (Figure 5), change approaches are arranged on a two-ended range or 
spectrum, with typical features and underpinning theories associated with these polar 
opposites: at one end is a traditional ‘scientific’, orderly and managed process, labelled ‘Make 
it happen”, and at the other end, a more organic, emergent laissez-faire approach, ‘Let it 
happen’. There is a middle ground, held in tension between the extremes, ‘Help it happen’, 
characterised with the dynamics of social networks and the use of influence as the mechanisms 
that facilitate change.  
They observed that working in the ‘Help it happen’ area lead to change designs that recognised 
the unpredictability and emergent causality in complex system change. Greenhalgh and 
Papoutsi (2018) note that this is a paradigmatic shift in mind-set of those currently charged 
with managing the changes, which challenges hidden assumptions especially in evaluating 
outcomes, for example assumptions of closed systems with controlled experimental methods 
yielding predictable results. 
It was unclear what specific design elements would be required to accommodate specific local 
contexts to mobilise the actors in that client-system to effectively engage and participate.  
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Figure 5. Some underlying concepts and theories on the nature of spread after Greenhalgh 
et al. ( 2004) 
1.4  Diagnosis 
A diagnosis sets direction for the practical and research agenda which arises in treatment 
through Action Planning and Action Taking leading to Evaluation and Specifying what new 
knowledge was learned.  
1.4.1  Hypothesis 
A working hypothesis for the research emerged from these considerations. The working 
hypothesis was that a framework approach would accommodate the requisite range of design 
attributes, garnered from theory, practice and experience, required to achieve implementation 
of integrated care sustainably to scale, including both ‘hard edges’ and ‘soft edges’. 
1.4.2  Gaps in knowledge for treatment  
The working hypothesis would reflect local capacity and developmental need, and national 
systemic public health and financial priorities, subject to the exigencies of a growing, aging 
population.  
In the light of the discussion so far, this gave rise to four practical gaps in knowledge:  
1. First, there was a dearth of knowledge on what elements should be included to address 
both technical and relational elements: the ‘hard edges’ and ‘soft edges’ required by 
           ‘Let it happen’                                    ‘Help it happen’                                                   ‘Make it happen’ 
Features  
Unpredictable, un-programmed, 
uncertain, emergent,  adaptive, self-
organising  
Negotiated, influenced, enabled  Scientific, orderly, planned, regulated, 
programmed, system ‘properly managed’  
Underpinning theory  
Complexity 
theory  










Assumed mechanisms for  the  spread of innovation  




way of content (eg care pathways) and process (e.g leveraging capacity of key actors’ 
knowledge of the local context, needs and potential).  
2. Second, there was uncertainty about how to assemble these together in a way that would 
be effective, and legitimate and meaningful to intended actor purposes, and scalable 
across very many sites, and compatible as between local and national aspirations. 
3. Third, there was no clear path as to how to mobilise the disparate range of relevant 
actors to carry out the envisaged programme of collaborative work on this 
polymorphous construct. 
4. Fourth, there was no clear view on how to identify and track emergent changes, 
hopefully beneficial, that would flow from any emergent interventions in this complex 
scenario, no common understanding of ‘what good looks like’, objective data upon 
which to recognize progress in it.  
1.5  Aims and Objectives of Thesis 
Thus, the aim of the study is to explore an approach that recognises and responds to the lived 
reality of implementation by those at the ‘sharp end’ of health systems (local managerial and 
clinical leaders), and produces determinable and worthwhile change in the complex adaptable 
system that is health and social care for the older persons, using a ‘help it happen’ approach.  
1.5.1  Research question  
Thus, a research question was formed as follows “What approach can be developed that 
supports implementation of integrated care for older persons in Ireland that reflects the lived 
reality of those involved at the ‘sharp end’ of health and social care, in particular the clinical 
and managerial leaders?”.  
1.5.2  Research objectives 
The objectives within the study sought to provide answers, as follows:  
1. To define the key ingredients to integrate health and social care for older persons. 
2. To develop and validate a means (methodology) to support systemic implementation of 
integrated care.  
3. To mobilise key actors (e.g. clinicians and managers) in the implementation change 
process.  
4. To develop a common narrative on what ‘good looks like’ that is agile enough to have 
relevance and utility locally and nationally that can be supported by data to demonstrate 
impact locally and nationally.   
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To address these, an action-research approach was adopted. This is noted at the introduction to 
this chapter, and it is justified Chapter 2). 
1.6  Contribution and Role of the Author  
The author was appointed as National Programme Manager of the Integrated Care Programme 
Older People (ICP OP) in August 2015. This role required both a strategic design component 
and operational responsibility for programme delivery. The strategic aspect of the role initially 
involved strategic leadership, which included defining the scope and deliverables of ICP OP 
and securing agreement at from the Health Service Executive. In addition, the role involved 
linking with policy makers in the Department of Health and Department of An Taoiseach as 
well as collaborating with academia (Trinity College Dublin, University College Cork and 
Dublin City University) on key enablers. The operational aspects of the role included 
establishment of the programme machinery. This involved establishing programme 
governance, recruiting programme staff and working with the programme clinical lead on 
developing the programme architecture. The latter involved defining the programme focus, 
developing guidance, engaging with system leaders and policy makers and with front line 
managers and clinical leaders.  
1.7  Thesis structure 
The thesis structure (Figure 6) outlines how the author operated in and moved between dual 
roles as programme manager (designer/implementer) and researcher, in the context of the 
Action Research approach depicted earlier in Figure 1. As the author was working full time 
whilst undertaking the thesis, the author drew substantively on previous experience in practice 
development, hospital management and service improvement in order to inform the 
development of the programme change methodology, development of a conceptual framework 
and defining key programme elements. This in turn was informed by the literature review and 
reflective accounts of implementation in progress. The author led the design and development 
of roles within the programme (service improvement leads), operational guidance (Making a 
start in Integrated Care, ICP OP 2017) and programmatic activities such as website 
development (www.icpop.org), programme metrics, data dashboard, site engagement and 
collaboration with academic partners.  
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In that regard the author, working in conjunction with the clinical lead, took the lead as 
programme design architect (the contribution of others see Appendix 3). In turn, the doctoral 
research informed the implementation process. The thesis layout reflects this duality of role. 
 
Figure 6.  Thesis structure (references Action Research cycle phases in Figure 1) 
As noted in the Introduction to this chapter, the structure of the thesis (Figure 6) is based on 
the Susman and Evered (1978) Action Research cycle (Figure 1) and informed by Davis 
(2004), whereby the field work of programme design, test and evaluate is happening 
AR Phases Practical Project
Action-Research Project
Thesis Project
1: Diagnosis Chapter 1. Introduction
   (Question) History, context, problem Propositional space
Thematic issues, alternatives Research question
0. Focal Client System Chapter 2. Actors and Research Orientation
   (Setting) Actors Researcher Philosophical stance
Research design: AR justification
2: Action-Planning Chapter 3. Literature Review
   (Theory) Propositional knowledge on
ingredients of systemic change
Chapter 4. Develop a framework
to support implementation.
Embody process+content propositions
3: Action Taking Chapter 5 and 6 Pre/Mobilisation
    (Test) Context, participants, planning  Data system 
Practical application of change 
4: Evaluation Chapter 7. Results
   (Reflection) Collect evidence 
towards propositions at the boundaries of knowledge
Chapter 8. Discussion
What was discovered?
(interpreting and making sense of the data)
5: Specify Learning Chapter 9. Conclusions and recommendations
Recommendations Conclusions, contribution, limitations Recommendations 
for practice Epilogue: Continuing cycles of AR for research
   Supporting Appendices
   information Collaboration documents Working Literature review tables/ summaries
participant workshop data frameworks
Sample dashboard views  
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simultaneously with the doctoral research. This approach reflects the ‘messy reality’ that I as 
researcher shared with local leaders involved in the process of implementation. This approach 
reflects the practical and political realities of simultaneously doing and seeking to build theory 
(insights). In that regard, the ‘doing’ (implementation) and ‘learning’ (insights) are intertwined.  
Action Research Phase 1.  Diagnosis 
Chapter 1 introduces the thesis and context for the study. A Prologue captures much 
information that is necessary to understand the work and where it fits in historically, but which 
is not strictly part of the research work itself. The chapter addresses demographic changes, the 
impact of this on service sustainability and the need for a new model of care, Integrated Care. 
However and crucially, it identifies as the focal problem the difficulties associated with 
implementation of new initiatives in healthcare and especially the problems identified with 
integrated care for older people, and in achieving the spread at scale required to address the 
problem across the nation. This represents the diagnosing stage of the Action Research cycle. 
Action Research Phase 0.  Client-System Infrastructure 
Chapter 2 develops the character of the actors and their leanings in terms of professional 
understandings and priorities, and how this is rooted in their professional training, credentialing 
and networks, or otherwise. These divergences and the large extent in terms of numbers of 
participants envisaged to participate in the broader programme underpin the assumption of a 
complex adaptive system. This is all intimately connected with the need to adopt a practical 
and supportive philosophical stance, and leads directly to the choice of an overarching Action 
Research methodology. The use of the term ‘Orientation’ serves a dual purpose: to capture the 
core human dimension, and to leave the use of ‘methodology’ for the product of the research 
work, i.e. the framework and associated activities whose development and use is reported. 
Action Research Phase 2. Action Planning 
Chapter 3 outlines the results of a literature review into implementing systemic change in health 
and social care systems. This draws on insights from the literature in order to inform the 
potential methods towards implementation by ICP OP. The literature review addresses the 
difficulties associated with implementing change within health systems and the implications of 
these findings for implementing integrated care.  
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Chapter 4. The characteristics emerging from the literature review inform the development of 
a framework approach to implementation. The development of a 10 Step Integrated Care 
Framework for older persons is described including the under pinning logic. This is proposed 
as a conceptual roadmap to implement integrated care for older persons in Ireland.   
Action Research Phase 3. Action Taking 
Chapter 5 provides an overview the action planning (pre-mobilisation) stage that describes 
preparatory work undertaken by the author prior to implementation. This outlines the ‘as was’ 
status nationally, initial planning and subsequent implementation components of the AR cycle.  
Chapter 6 outlines 1 full cycle of action taking (mobilisation) in the initial 2 year cycle at 
‘pioneer site’ (demonstrator site) level. This describes the key elements of the proposed 
approach and outlines what implementation looked like in practice. The chapter focuses on 
systemic (national) activities as well as a discrete local focus on selected pioneer sites.   
Action Research Phase 4. Evaluation 
Chapter 7 outlines the results to date. This includes survey data on the utility of the frameworks 
as a means of implementation, and a national overview of progress to date (Phase 1 and 2/3 
sites) using descriptive analytics specially developed (Ch 5) to track programme progress. This 
chapter also includes data on implementation of key aspects of integrated care in three pioneer 
sites and compares these sites at different stages of implementation.  
Chapter 8 discusses the findings in light of the aims and objectives of the thesis. It considers 
the contribution and impact, and a revision of the 10 Step Framework, and presents the 
elements of the broader set of approaches, a ‘Combined Methodology’ which locates the 
different approaches developed to action the 10-step framework (original and revised) as a 
dynamic implementation methodology, the ‘arrived’ state of the work.  
Action Research Phase 4. Specify Learning 
Chapter 9 draws conclusion and recommendations from the research, describes implications 
for systemic spread and makes recommendations for implementing scaling up integrated care 
nationally, and for future research. It concludes with an Epilogue outlining projects that 










CHAPTER 2.  ACTORS AND RESEARCH ORIENTATION 
2.1  Introduction 
This chapter builds a foundational orientation around the parties to the Action Research, the 
Client-System Infrastructure. 
The objective of this chapter is to describe the origins of this thesis in a project proposal, and 
to explain important aspects of the range of actors and their networks involved in the 
implementation of integrated care, the philosophical stance taken in approaching them in the 
interests of the good of all, and the intimate connection with the choice of Action Research as 
a framing principle for the complex work of the project.  
Susman and Evered (1978) defined a Client-System Infrastructure as follows: 
“An infra-structure of ad hoc and permanent face-to-face groups is generally 
developed within a client system to conduct action research. A client system is the social 
system in which the members face problems to be solved by action research” 
Implementing integrated care is a complex task not least due to the polymorphous nature of 
integrated care. International experience indicates there is no single best ‘approach’ to 
implementation.  
As indicated in chapter 1, the role and influence of history, such as indicating fragmentation to 
be a persistent problem, and context such as political ideology, powerful professional groups 
and organisational complexity causing non-linear and confounding effects to efforts at change, 
is recognised for some time. Adopting an appropriate change methodology in working with 
high autonomy professional networks is critical. Difficulties of systemic are captured in the 
construct of a ‘complex adaptive system’ to describe the organisation and its responsiveness to 
change efforts, organically multi-levelled, multi-faceted and non-linear.  
In creating the conditions for improvement (see Chapter 1) there is, in addition to immediate 
are change, a need to address multiple interdependent enabling strands of finance, technology 
and evaluation. This makes the particular case of systemic, strategic change (health and social 
care for older persons) a significant challenge due to methodological uncertainty in term of 
‘what works’. 
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This chapter describes how the project was approached from the centre out, concentrating on 
the actors involved in the focal process, i.e. those (especially clinical and managerial leaders) 
delivering health and social care services to (and with) the older people and their families, and 
in terms of their interactions, such problems had emerged that were identified as barometric in 
chapter 1. This is the core of what Susman and Evered (1978) call the “Client-Service 
Infrastructure” (term defined in Chapter 1). 
The objective of this chapter is to support the overall research aim by providing an ‘orientation’ 
to the client-service infrastructure, and associated work performed on it and with it during the 
project.  
This includes how the work of the project was represented and managed in terms of an action-
research model which revolved around the parties comprising the client-service infrastructure, 
in terms of diagnosis, action planning, action taking, evaluation and learning involved in the 
parallel threads of theoretical and practical work involved in developing, testing and evaluating 
the framework methodology.  
The chapter includes a brief note on the origins of the work in a project proposal (a prospective 
part of the project), a description of the actors involved in and around the core client-system, a 
description of the action research approach adopted, and some comments on foreseen 
limitations of the work and how they were addressed. 
The use of the word ‘Orientation’ instead of ‘methodology’ serves a dual purpose: to reserve 
‘methodology’ for the framework and its associated ‘package’ of supporting actions, while also 
recognising the intimately emergent and human core aspects of the project work. 
2.2   Groundwork: A Research Proposal 
The work of this thesis began in a proposal to explore the insights gained from implementation 
of integrated care for older persons in a short programme cycle (see Chapter 1). The role and 
mission of the Integrated Care Programme for Older People (ICP OP) was to design and test a 
model of integrated care for older persons in an initial, 2-year period. 
The strategy was that insights generated by the research in the first cycle would be harnessed 
to inform scale and spread of the Integrated Care programme for Older Persons (ICP OP) on a 
national basis. This in turn would prepare for a medium-term moving-on of ICP OP from the 
initial design and test stage in demonstrator ‘pioneer’ areas/sites to more systemic 
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implementation. The approach laid down in this chapter would act as foundation for the design, 
development and test of the ‘package’ of framework, a complementary sequencing 
methodology and surrounding methodological concepts and tools of different forms. 
These insights would be drawn primarily from a national scale experience of design and testing 
implementation and a specific focus on a small selection (two planned, three actual) of pioneer 
sites. The findings would have wider systemic application when and if a decision to scale up 
the initiative was to be taken.  
An action research methodology, reflecting the Susman and Everard (1978) AR cycle, was 
suggested as the most appropriate methodology in gaining the desired level of insights into 
complex systemic change of this type (discussed later in this chapter). 
2.2.1  ICP OP Team core function 
The ICP OP team shared a core function that supports redesigning older person services within 
a local health economy through implementing the ICP OP 10 Step Framework by:  
• Providing resources to develop community based teams and bespoke pathways. 
• Co-producing new care pathways through local process mapping and supporting 
subsequent implementation.  
• Supporting the establishment of local governance groups (Acute Hospitals, CHOs and 
local partners).  
• Facilitation of networking between pioneer sites, both formally (Networking Days) and 
informally.  
• Supporting interpretation and implementation of the 10 Step Framework in practice 
nationally (input to policy and practice guidance (e.g. job descriptions, operational 
policy, and practice guidance).  
• Support sites though bespoke local workshops (e.g. care process mapping, population 
planning).  
• Developing Partnerships with Age Friendly Ireland, Business start-ups and Academia.  
• Developing, testing and refining measures of integrated care.  
• Evaluation (ICP OP impact and research into implementation).  
• Testing and evaluating key integration enablers such as ICT.  




2.2.2  Proposal: Two literature reviews 
A rapid literature review (see Chapter 1 and Appendix 2) was conducted at the initiation stage 
of the Integrated Care Programme Older People (ICP OP), as to what actions would need to be 
addressed in gaining traction with integrated care. This shed light on the ‘what’s of integrated 
care, especially for older people, and it was used to gain inroads into a diagnosis, so the review 
is briefly described in the earlier chapter 1 dealing with problem Diagnosis. 
A subsequent systematic literature review (Objective 1. see p. 30 et seq.) highlight the core 
ingredients required to implement integrate care for older persons, at scale. (the how of systemic 
change). This is reported in the “Action Planning: Literature Review” chapter.  
Both reviews subsequently fed into a conceptual framework for implementation, the resultant 
ICP OP 10 Step Framework, and associated ‘package’. This is the package that would set the 
conditions for communications and interactions to secure the realisation of the overall vision 
and secure the necessary constituent parts, rather than falling back to a default position of 
describing an idealised model of integrated care without attending to the necessary means to 
realise it.  
2.2.3  Proposal: Developing a framework approach 
In mobilising resources toward this hoped-for end, a rationale for adopting a framework 
approach to implementing integrated care for older persons was proposed. This framework 
would describe the broad direction of travel, consisting of work on key components of 
integrated-care. This activity sought to bridge the implementation gap associated with systemic 
change, and integrated care in particular. In doing so, it would on the critical ingredients 
necessary to integrate care, ‘the what’, and relevant lessons from improvement in healthcare 
(particularly drawing on Ovretveit, 2008, 2011a,b; Greenhalgh et al, 2009; Greenhalgh et al, 
2012a; Greenhalgh et al, 2012b; Massoud et al, 2016; Valentijn et al, 2016a,b; and Dixon-
Woods et al, 2011), the ‘how’. 
In drawing on lessons from on change within complex adaptive systems, the author proposed 
to test this framework within the exploratory stages (initial design and implementation) of an 
integrated care programme for older persons which represents the first two years, 2017-2019, 
of the integrated care programme. During this time, the author would design, deploy, and test 
the utility of a framework approach in a national network of integrated care sites.  
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The central tenet of the research proposed is to adopt a framework which provides direction 
without dictat, and allows local leaders to adapt the approach in a way that provides fidelity to 
core evidence-based aspects of integrated care whilst allowing for local innovation.  
2.2.4  Proposal: Proposed testing and evaluation 
The participants in the initial stages of the research would consist of three key groups: clinical 
leaders, managerial leaders, and enabling staff (non-front-line but with a close support role), 
within or relating closely to integrated care sites. This was expected to include in total over 200 
participants. Patient representation would follow in time. 
A quantum of resource would be made available to each site, and the site would be supported 
by the national IC OP programme.   
Data would need to be collected on a routine basis to inform a detailed and timely knowledge 
of progress (or otherwise) locally at each site and nationally over all the sites. 
2.2.5  Need for a record of programme orientation 
That is a brief summary of the initial proposal for the purposes of this thesis. From a project 
management perspective, there was a reasonable clarity on explicit elements of what needed to 
be done to combine the elements through a framework. 
However, how this work would combine practical developments in the field in parallel with 
research, and the human dimensions, especially with regard to implicit approach and personal 
input needs to be recorded. 
Creswell, in concurrence with many other authorities on the matter, notes: methods chosen by 
researchers are not neutral choices and reflect an author’s personal philosophy and worldview 
(Creswell, 2013). 
Thus, there is a need to explain indicative strands of the author’s underlying thinking or 
orientation to the programme of work, including any later additions/refinements. This includes 
a discussion of the author’s philosophical stance and how that intimately influenced the 
elaboration of the envisaged Action-Research research architecture.   
But, first it is necessary to indicate the range of actors involved before one can explain the 
orientation to them and the work in general. 
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2.3 Perspectives of key actors in the client-system infrastructure. 
In chapter 1, brief mention was made of the key and support actors. The groupings are now 
fleshed-out to get a deeper understanding of the professional environment in the ‘brownfield 
sites’ in which the framework methodology would be deployed, and the actors to be mobilised. 
2.3.1  As individuals 
2.3.1.1  Clinicians  
Clinician leaders include medical consultant specialists in hospitals, geriatricians (spanning 
hospital and community), clinical nurse specialists, public health nurses5.  
In tandem with service managers, clinicians are also rated on performance metrics. The 
National Quality Assurance and Improvement System (NQAiS) consists of seven targets that 
principally revolve around Average Length of Stay (AVLoS), Readmission rates and rates of 
Complication (Post-Surgery).  
The data is collated by the Hospital In-patient Enquiry (HIPE) system and provides peer-peer 
comparison between clinicians. This performance management system is primarily driven by 
efficiency as a proxy for patient outcomes. In essence the accountability and performance 
machinery is founded on efficiency as a primary logic without reference to patient outcomes, 
service experience, population needs, or quality of life indicators.           
The focus on efficiency is at odds with the evidence from reviews of health care failures (West 
et al., 2014; Dixon-Woods et al., 2014). This identifies the need to attend to staff as a critical 
determinant of patient outcomes.  
Clinical professions, e.g. in medicine, general practice, surgery, gerontology, psychiatry, 
pharmacy, nursing & midwifery, and allied health professionals are regulated professions (see 
                                               
5 The Public Health Nursing (PHN) service is the main point of contact for service provision 
to community dwelling older adults. It is free at the point of contact and whilst older people 
constitute a significant service commitment, PHNs are also required to provide children’s 




2.3.2.2   Regulated Professions, regulatory agencies, trade unions and advocacy groups). An 
indicative sample of their professional organisations are as follows: 
• Medical Council,  
• Nursing and Midwifery Board of Ireland, 
• CORU (Health and Social Care Professionals) 
2.3.1.2  Service Managers  
Managers include those in the vertical resource distribution and accounting line, including roles 
like Clinical Nurse Manager that cross over with clinical roles. Many front-line service 
managers are clinicians who have gone into management posts. They include line and support 
functions of HR and Finance and Estate. 
At a meso level, the key actors are service managers with responsibility for service delivery. 
The economic crash in and following 2008 resulted in an increasing focus on finance as the 
primary locus of accountability for service managers, especially as health spending was 
disproportionately reduced compared with the other big-spending public support departments 
of education and social support (Connors, 2014), with consequential service rationing (Thomas 
et al., 2014). The increasing drive for ‘efficiency’ is reflected in a performance management 
system whose elements are solely focused on value for money. Service managers were held to 
account for a range of thirteen different monthly targets, thematically clustered under Quality 
and Safety, and Access. This principally focused on sets of variable to do with issues like 
waiting times or compliance with regulations on infection control and prevention.; all of these 
‘targets’ were to be addressed on a fixed annual resource, that is nor calibrated for exogenous 
variables like population deprivation or changing demographics. As a consequence, service 
managers were not held explicitly accountable for any specifics of service innovation or quality 
improvement, nor did they have a budget to support system reform such as the development of 
integrated care.   
To compound this the accountability mechanisms were prescriptively focused on service 
targets rather than the needs of populations, which means that working across service providers 
was not incentivised. On the contrary, ensuring that there is adherence to the allocated annual 
budget mitigated against any strategic change in the service model that would service the 
patient journey in an integrated fashion.  
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2.3.1.3  National/Strategy  
This concerns addressing political questions and aspirations, and especially that costs are 
controlled, and that investments are made in programmes that concern any spending, let alone 
additional spending, can be shown to equate to desired and improved outcomes. For example, 
the increased spending between 2000 and 2010 is associated with an increase in life expectancy 
of 4.2 years (Campbell 2016). Existence and legitimacy of performance figures to justify 
investment is essential.  
2.3.1.4.  Service Users and Carers 
A critical perspective on integrated care was that of the service users and carers (family/friends, 
organisations): 
• No HSE data existed for the patient perspective in 2015.  
• Insights into the patient perspective was more generally limited to data available from 
the formal complaints system or from the state clinical indemnity scheme run by the 
State Claims Agency6.  
• The only recourse to data was acute hospital patient experience collected from 2017 
(HSE, 2017). When this data was analysed, the main focus was on 
o the lack of patient centred practices in hospitals 
o poor communication and lack of information 
• No data on community service experience was routinely collected, but the acute hospital 
data did highlight the need for service integration.  
Listening to Older Persons Report (Age Friendly Ireland/ HSE, 2015h) highlighted: 
• reluctance to access services due to fear of waiting (in ED)  
• lack of information  
• poor quality of care 
• uncertainty and difficulty in accessing care  
                                               
6 The State Claims Agency objective is to advise and assist state healthcare enterprises on 
measures to be taken to prevent occurrences of claims, or to reduce the incidence of personal 
injury, property damage, or clinical adverse events, that could subsequently result in claims.  
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• insufficient home care  
• and sub-optimal personal care  
• poor communication between different parts of the system  
• impart information repeatedly  
• a lack of ‘joined up care’. 
2.3.1.5.  Characteristics of Older persons 
In 2016, people aged 65+ years comprised/utilised/experienced/were comprised of: 
• 13.3% of the population 
• one in every four attendances 
• 50% of hospital beds (BUI, 2017) 
• 53% of acute hospital in-patient bed days (DoH, 2016).  
• 10+ days Length of Stay (Acute Medical Programme/HSE 2015e) 
• 24% under public health nursing care “frail” (TILDA study7/ Roe et al., 2016) 
• 45% pre-frail (Roe et al., 2016) 
• 118,400 people living with frailty (Roe et al., 2016).  
• Older people (65+yrs) typically have more than one chronic condition and this is 
usually combined with social requirements such as housing, transport, and activity 
needs (Kenny and Barrett, 2017). 
Typically, adults living with frailty were found to (TILDA/ Roe et al., 2016): 
• spend 15 days in hospital 
• take 6 medications 
• visit their GP on 7 occasions in a 12 month period 
• to live alone (40%) 
• to have two or more chronic conditions (96%) 
• have had at least 1 fall in the previous 12 months (31%) 
                                               
7 The Irish LongituDinal Study on Ageing (TILDA): “a large-scale, nationally representative, 
longitudinal study on ageing in Ireland, the overarching aim of which is to make Ireland the 
best place in the world to grow old”. Quote from TILDA website. 
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• the oldest adults (i.e. 80+ yrs.) constitute 55% of PHN caseloads 
• Have social requirements, e.g. housing, transport, activity needs 
Given the complexity and vulnerability of this group, the lack of proactive targeting and the 
need for care coordination is a significant problem. 
2.3.1.6  Broader Staff membership 
Roles important to community work like Occupational Therapy, Physiotherapy and social work 
may be included as clinical, but may also be categorised separately as their input tends to follow 
a medical lead.  
2.3.1.7  Staff voice 
Within the Irish healthcare context, the results of a staff experience survey (HSE, 2015i) 
revealed very significant problems. Some key output of the survey is indicative of difficulties 
in engaging staff generally: 
o The survey yielded a low return (7% response). This was attributed to fears of being 
identified (digitally).  
o The respondents (n=8,627) comprised of 
o 4,769 clinical staff (431 medical) and  
o 3,858 managerial/administration.  
• 65% indicated of the respondents indicated they felt the service was deteriorating. 
• 82% either did not know what the strategic direction was or felt it was going in the 
wrong direction.  
• There were high levels of personal job satisfaction/motivation among clinical staff 
(69%), or were making a difference to patients (95%). This was surprising, compared 
with the earlier questions above.  
• Among managers, 90% felt they were having a positive impact on patient care, but only 
20% felt they had the resources required.  
• Only 12% of clinicians said they had the resources required for their job 
When compared to the UK National Health Service the results were much less favourable.  
• Irish staff felt valued and recognised in 16% of respondents when compared with 47% 
in the UK.  
• Likewise, the level of confidence in decisions made strategically was much lower at 
12% compared to 43% in the UK.  
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As a context for the introduction of integrated care for older persons this amounted to an 
environment that was potential ready for change, but where there was a low degree of trust in 
national programmes purporting to deliver meaningful change. 
2.3.2  As professionals networking for learning, support, accreditation and 
socialisation 
Networking is a necessary part of professional development and a key support in knowing what 
is going on, diagnosis, planning and getting things done. Thus, it is usual to reflect on this 
aspect and how it might provide critical context for the building of bridges, theory and practice, 
and between individual and groups of actors in the client-system infrastructure. 
2.3.2.1  Organisational Groupings  
A wide range of organisational groupings arise in vertical Line-and-Staff and horizontal 
procedural linkage relationships, in covering direct and indirect lines of authority, in general 
responsibilities, resourcing and accountability, and in balancing demands / requests and 
availability issues, within health and social care an in the general relationships with 
organisations in the community.  
A sample of these is noted for the record. The potentially participating actor groupings come 
in varying types, apart from the general economy, for example:  
• Hospital Groups, their IP, ED, OP, pharmacy, lab, logistical, food, supply chain, 
departments   
• Community Health Networks, Primary care centres, Community Mental Health Teams, 
Ambulance services 
• Nursing homes, home-care enterprises 
• Housing agencies, local government. 
• An Garda Siochana, community alert groups. 
The list is not exhaustive and could be expanded. 
2.3.2.2   Regulated Professions, regulatory agencies, trade unions and advocacy groups 
In addition, there are important forms of and, forums for, external influence that contribute to 
tensions in polymorphous interpretations of what is going on, priorities and what is considered 
desirable, possible and legitimate:  
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• Nursing, pharmacy, medicine/surgery, general practice, psychiatry, therapies, social 
work, accounting, consulting engineering even, are ‘Regulated Professions’.  
• Trade unions look after and negotiate the terms and conditions of the work of their 
members 
• There are periodic professional and social gatherings and other networks where people 
meet with selected other to discuss what is important 
• National agencies of oversight ensure that standards of good practice are being met.  
The following are samples of such fora: 
• Professional societies of the regulated professions8 (individual practice) 
o Medical Council,  
o Nursing and Midwifery Board of Ireland, 
o CORU (Health and Social Care Professionals)  
• Key regulatory agencies giving oversight (organisational unit practice): 
o Health Information and Quality Authority (HIQA) 
• Regulates residential care facilities (public and private) and sets standards for the 
care of older people.  
• There is no equivalent for general service provision to community dwelling older 
adults. This is dealt with through the HSE (complaints system).  
o Mental Health Commission (MHC)  
• Regulates provision of all inpatient mental health care, sets 
standards, issues guidance and regulates approved centres.  
• Key types of conference where the different professionals network:  
o Transforming care of older people conference, (RCPI), 
o Irish Geriatric Society (IGS) Annual Meeting? 
o HMI annual conference (CEO/COOs) 
• Key unions that negotiate for pay and conditions (occupational).  
o Irish Medical Organisation,  
o Irish Nurses and Midwives Organisation,  
o FORSA (Admin),  
o SIPTU (Admin and Nursing) 
                                               
8 Professional societies: (a) provide a source of authority as individual, autonomous 
professionals; (b) accredit education, grant licence to practice, and sanction poor standards; (c) 
are statutory ‘Competent Authorities’ for professional regulation. 
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• Informal manager networks for informal peer support, consultation and networking. 
o Acute Hospital CEOS, Community Health Network COs, HMI (COO/CEO 
region/national). 
Thus, it is apparent that middle and lower ranking managers would have no such organisational 
support like a member of a Regulated Profession, other than within their own management 
structure. As professionals, ‘rank and file’ managers do not have recourse to strong supportive 
professional networks. Many would have taken individual education paths eg MBA, MSc, 
professional accounting/management-accounting exams, HR courses, HMI leadership 
programme, and so on., In general, the individual management worldview tends to be not really 
informed by a management ideology or theoretical underpinning.  
2.3.2.3   Conclusion: A basis for building understanding and accommodating difference 
Tensions between clinicians and managers are ‘the stuff of legend’ in the story of health and 
social care, and are well commented, for example by Callanan et al. (2002) in relation to Ireland 
and Buetow and Roland (1999), Thorne (2002) and Sheps (2006) in relation to the UK, are 
indicative. A perusal of the last section will indicate inter-professional tensions as inherent in 
the ‘territory’ and deep rooted. Differences of these magnitude will give rise to differences in 
orientation to values, beliefs, and so forth. That is why consideration of the social is critical. 
This leads the thread of this foundational discussion to the question of how to approach working 
with realities behind potential tensions, a view on the author’s adopted ‘philosophical stance’. 
2.4  Philosophical Stance 
Checkland (2012) described the ‘Logos’ (logic) of a research methodology as needing to go 
beyond a mere set of rules. He argued that the methodology is a set of general principles that 
needed to be user dependant i.e. crafted for every unique occasion and challenge.  
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Checkland (2012) in describing the epistemology of Soft Systems Management (SSM) model 
(with which he is particularly associated), pointed to three core elements when people gathered 
seeking to address a ‘wicked problem’9: 
1. People held different worldviews and interests 
2. Things are never static and people are open to change 
3. People are motivated by purposeful action.  
His perspective extended beyond stereotypical mechanical ‘nuts and bolts’ to human systems 
and indeed this is especially pertinent to healthcare. This in practice meant that ‘hard 
engineering’, designed to make ‘systems’ work better had limited utility unless they 
accommodated complexity: 
The learning that emerges from the process of change itself, provides a means of 
tackling real world problems.  
From a hermeneutic standpoint, he believed that in any context involving people, then ideas 
and experience were inseparable. He proposed consequently that theory and practice could not 
be neatly separated. This position reflects Dewey’s (1938) early pragmatism (‘theory of 
inquiry’) whereby knowledge is acquired through responding to a real need in life. 
In a systematic review of change in complex health systems, (Barry et al 2018b, p.15) highlight 
the ‘socio-ecological’ nature of healthcare organisations, where social networks leverage 
political influence in determining planned change. In that regard, they highlight how the change 
intervention is not only moderated by local organisational context, but that the process of 
change itself is largely a social phenomenon.  
Underlying a mechanistic approach to system development is positivistic thinking. According 
to Greenbank (2003), the ontological and epistemological basis of positivism is that an 
objective reality exists independently, and thus offers an objective ‘truth’ that eliminates the 
                                               
9 Rittel and Webber (1973) introduced the concept of a wicked problem. These are primarily 
social problems (poverty, housing) that are subject to change, highly contextual. Solutions are 
not true or false unlike solving a mathematical equation (e.g. with a finite number of roots). 
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influence of values; this is manifest through the choice of experimental design, sampling and 
data analysis, which carries these values (even if unacknowledged).   
However, Greenbank (2003) suggests that ontological and epistemological position adopted by 
researchers are not in fact ‘value free’ but largely influenced by instrumental values which 
include:  
• Personal values (what the right thing is to do; what they hope to achieve personally)  
• Social values (what is right in how the interaction is conducted), and  
• Competency values (what one believes is the most effective way of doing something).  
Competency values are interspersed with personal values and social values. This interpretivist 
stance allows for the accommodation of positivist approaches that counters the potential 
philosophical accusations of subjectivity.  
This is reinforced by Drake (2010), whose observations on insider research urges the need for 
reflexivity, especially in politically-problematic research environments such as healthcare. 
2.4.1  Key influences on the author’s worldview 
The author’s worldview is primarily influenced by a number of complementary constructs that 
include socio-constructionist ideas, pragmatism and insights from complexity science.  
In the first instance, Gergens’ (2009) work on social constructivism has challenged the 
hegemonic stance of positivist worldview where knowledge exists independently and 
objectively, unimpeded by context. Gergens’ work addresses the shift from individual 
cognitive interpretation of information to a communal social process whereby that 
collaborative, participatory process will mould organisational behaviour. The emergence of 
socio-constructivism (Mulhall, 2007) recognises that peoples’ understanding of the world is 
constructed through their engagement with the world reinforced by Herbert Simon’s (1969) 
proposal that social life is a ‘design’ process. Simon (1969) was interested in ‘not with how 
things are but with how they might be’. This was concerned with issues of choice and agency 
in the processes of social construction as later expanded on by Bandura (2001a). This 
theoretical position identifies the link between individual theories of action, collective theories 
of action and the realities we create. Later studies (Seligman 1999, Norton et al 2012) provided 
more empirical evidence that our perception is not simply a theoretical proposition but have 
profound implications for purpose, meaning and motivation. 
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Secondly, May et al. (2016) advocate the need to take evaluation studies out of closed systems 
into the ‘real world’ context of implementation. In doing so, implementation is contingent on 
interactions between participants and the contexts.  
In deploying change, May et al. (2013, 2016) highlight the importance of adaptable approaches, 
autonomy on the part of participants’ decision making within which he situates agents 
undertaking implementation as ‘adaptive and self-organising’. This allows for emergence, and 
grounds implementation within a series of feedback lops rather than a linear process. The 
context for research in healthcare is that of complexity whereby the goal of research is not 
about establishing a solution to well defined problem but instead generating insights (wisdom) 
in a context where there is emergent causality. This approach results in a plurality of voices 
rather than one authoritative voice (referencing the polymorphism of IC identified in Chapter 
1). It also means that a disjunction of simplification and abstraction may give way to a 
conjunction whereby separate parts comprise a rich nuanced picture.  In the case of applying 
an action research approach, this ‘bricolage’ of perspectives suggests that action researchers 
are acting as ‘bricoleurs’ over time, and ‘making the road while walking’. This complex 
dynamic is depicted in Figure 7, where three key components of (1) evidence-based practice, 
(2) organisational requirements for accountability, and (3) the process of integrating care 
interact. In this context, various actors’ perception of personal/professional agency play a 
crucial part. In light of their local ownership and knowledge, they are in a much better position 
to achieve desired outcomes, than could potentially be achieved by any centrally dictated model 
or detailed planned programmatic approach to change. The fact that the agents for change have 
control over local design, whilst also being supported nationally is important as an approach, 
because it seeks to satisfy the fundamental human need not only to participate, but also to feel 
one is part of a greater whole. 
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Figure 7.  Dynamics between personal agency and implementation 
In addition, in addressing complex social systems, Braithwaite et al. (2018) conclude that 
‘Newtonian’ approaches, whereby change (in this case in healthcare) introduced in a stepwise, 
randomised controlled trial fashion is not feasible. This is due to the probabilistic and stochastic 
rather than deterministic nature of healthcare. In this regard, it is instructive to quote 
Greenhalgh and Papoutsi (2018, p3):  
‘multiple interacting influences account for a particular outcome but none in 
themselves have a fixed ‘effect size’.  
Pedler and Burgoyne (2008) suggest that the praxeology of the action-researcher rests on 
critical realism, pragmatism and the risk imperative: 
• Critical realism occupies a position between positivists and post-modern, constructivist 
approaches. It incorporates elements of both in that its ontology proposes that the 
worlds is best understood as emergent with some stable properties.  
• The pragmatist component argues that ideas be evaluated in terms of their utility.  
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• Finally, the risk imperative includes acting in challenging situations where there is 
uncertainty and risk due to differences of opinion.  
In this vein, those undertaking AR acknowledge that purely-objective knowledge is impossible, 
as ‘the researcher is always a part of the world they study’. Therefore, ‘knowledge making 
cannot be neutral’ (Hall et al., 1982) as participatory approaches requires the researcher to:  
… to be both situated and reflexive, to be explicit about the perspective from which 
knowledge is created, to see inquiry as a process of coming to know, serving the  
democratic, practical ethos of action research. 
2.5  Choice of Action Research as an overarching guide to this thesis 
Thus, consideration of philosophical stance and personal background and motivation leads to 
the consideration of action research as a guide to carrying out the work of this thesis, i.e. these 
epistemological stances are the basis of choosing an Action Research (AR) methodology.  
2.5.1  What is Action Research? 
For the purposes of this study, and in the context of the discussion above, AR is described as a 
post-positivist, interventionist, and social scientific research orientation. This operates in a 
paradigm where knowledge is socially- constructed, and informs how we act in a socially 
constructed world. 
Baskerville and Wood-Harper (1996) and Baskerville (1997) comprehensively outlines the 
development of two independent strands of Action Research (AR). These publications credit 
(1) Lewin’s work on organisational development in the wake of WW II; Lewin (1947) was 
concerned with the need to address critical social issues in the wake of the Second World War 
whereby the social scientist and practitioners would collaborate; and (2) the Tavistock Institute 
that generated insights into social systems.  
Susman and Evered (1978) suggest that there are six methodological characteristics that 
distinguish AR, which is:  
1. Future oriented  
2. Collaborative 
3. Implies system development 
4. Generates grounded theory 
5. Is agnostic 
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6. Is situational.  
In particular, they concluded that AR contributes to organisational science by shifting from 
prescribed rules of operation to the emergence of a set of principles for dealing with problems.  
Subsequent work by Checkland (1998), Argyris and Schon (1978), and Cooperrider (2000) 
added to the cannon of AR work on organisational learning and development.  
Coughlan and Coglan (2010) contrasts AR with positivist science whereby the aim of positivist 
science is to generate universal knowledge (findings) that is context free. In positivist science, 
findings are validated by logic, measurement and consistency achieved by the ability to control 
context. In contrast, they propose that data from AR is interpreted contextually and the 
researcher is immersed in the context, relating to events reflexively. In that regard AR does not 
impose ‘expert’ knowledge but acts collaboratively to understand dynamics and context-
dependent issues that generates actionable knowledge. 
2.5.1.1 Working definition of Action Research adopted in the present study 
For the purposes of this present study, the definition of AR offered by Reason and Bradbury 
(2006, p.2) is utilised: 
AR is a participative democratic process concerned with developing practical knowing 
in the pursuit of worthwhile human purposes grounded in a participatory worldview. It 
seeks to bring together action and reflection, theory and practice, in participation with 
others, in the pursuit of practical solutions to issues of pressing concern to people, and 
more generally the flourishing of individual persons and their communities. 
This draws on early definitions of Action Research (Rapoport, 1970, and Hult and Lennung, 
1980) that focused on AR as addressing ‘practical problems’ as well as providing ‘scientific 
insight’.  
Whilst debate ensued regarding its ontological leanings, Jarvinen (2009) concluded that AR 
supports both science and practice, and includes the researcher as an active participant rather 
than a passive observer. AR is about creating new forms of understanding and emerges 
over time in an evolutionary, idiographic and developmental process.  
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According to Tripp (2005), AR has a range of applications but its strength lie in its pragmatism, 
action orientation and participatory nature. The characteristics of AR described by Tripp (2005) 
also allow for innovative, interventionist and strategically driven approaches to be tested. 
The Susman and Evered (1978) Canonical Action Research model defines AR as standing at 
the intersection of scientific research and practice.  
A strength of AR is its similarity to other organisational improvement methods used in 
healthcare such as appreciative inquiry (Cooperrider and Srivastava, 1987). In addition, the 
research cycle within AR reflects the cycle of process improvement that has become familiar 
to many within healthcare, whereby a basic action/inquiry cycle relies on a series of iterative 
processes that test and refine planned actions.  
2.5.2  Justification for Action Research (AR) 
Referencing an example of one of many relevant sources, Baskerville (1997) suggests that a 
fundamental contention of action research is that complex systems can only be studied when a 
change is introduced into the system and observing the effects: thus the stance of the researcher 
is that of a participant and an observer. Generally scientific research techniques require the 
researcher to be separate from what is being manipulated and observed, so Action Research 
gives a formal yet flexible basis for the researcher to interact within the system being observed. 
Experimental design especially randomized controlled trials (RCT), have an important place 
in healthcare research and have yielded many advances in treatment. Whilst these are 
considered most appropriate in well-controlled situations such as drug trials, there is an 
increasing disquiet even in that context (Goldacre, 2014).  
Braithwaite et al. (2018) have called for a paradigm shift in traditional linear experimental 
research designs, and have concluded that getting evidence into practice in a stepwise fashion 
is naive. They attribute this to the complex and dynamic nature of human systems where social 
forces in intricate systems have made certainty unattainable. This draws on a rich vein of 
literature going back to the Emery (1959) adoption of systems theory that explored the nature 
of technical systems, social systems, and the work relationship structures that bring the two 
systems together. Emery had argued that because organizations employ whole persons, it is 
important to pay attention to human needs beyond those required for the routine performance 
of tasks dictated by the technology. His psychological requirements for individuals include that 
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they have some control over the material and processes of the task, that the task itself be 
structured to induce forces on the individual toward aiding its completion, that the task will 
have some variety and opportunity for learning, and that the task be interesting and meaningful. 
This is a discussion which is in resonance with literature reported earlier in this chapter. Action 
Research has the human dimension at its core. 
Over the past 20 years, healthcare research has begun to apply complexity theory to complex 
adaptive systems (Fraser and Greenhalgh, 2001; Plsek and Greenhalgh, 2001; Plsek and 
Wilson, 2001; Wilson et al., 2001). Action Research has special resilience and value in this 
emerging field of inquiry.  
In brief, complex adaptive systems include the joint activities of a large number of autonomous 
agents (who may adapt to change), and a number of relationships among the agents. Patterns 
emerge in the interaction of these many autonomous agents typified by inherent 
unpredictability. These are sensitive to local conditions that may result in patterns repeating 
but are not replicable in the exact same way in a different local context. This resonates to 
Weick’s concept of organisational sense-making and shifting locations of expertise for example 
(Weick, 1995). In recognition of this, it is impossible for one person to fully describe or 
understand a complex adaptive system: we need multiple perspectives, and because the 
situation may change in unpredicted ways, we need repeated observations and systematic 
feedback. Action Research accommodates degrees and levels of responsive iteration. 
Action Research goes some way to meet these complex requirements (Hughes 2006). An AR 
approach exemplifies a shift in mindset that defies traditional notions of expertise and 
distributes authority to key stakeholders. The iterative cycles of action and reflection, provide 
a robust model to increase our understanding of complex situations, while designing and 
monitoring interventions. Because the Action Research cycles build feedback loops into 
ongoing research and action, it can be used for monitoring complex adaptive systems. This 
allows interventions to be tested and to examine if they appear to have potential to lever 
disproportionate change, or to provide actual feedback about interventions that are producing 
or not producing their intended effects.  
Action Research has been demonstrated widely to be useful for developing innovation, 
improving healthcare, developing knowledge and understanding in practitioners, and 
involvement of users and staff.. The action research process can promote generation and 
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development of creative ideas and implementation of changes in practice. Action research is 
suited to developing innovative practices and services over a wide range of healthcare situations 
Well-designed and implemented action research is the most appropriate approach for situations 
that are complex or it is not possible to control many variables. According to Bradbury and 
Lifvergen (2016), AR offers a transformative approach based on ‘learn by doing’. They suggest 
that inquiry over a period is a key point of advantage in complex systems. Insights from AR 
bring a learning orientation when availability of objective quantitative data is balanced with 
hypothesis testing through feedback and experience. In doing so, it offers the possibility to 
address the sorts of power imbalances that are often inherent in healthcare, through a 
participative, egalitarian approach by ‘learning from one another’. Positive energy from 
emerging insights draws in others to participate.  
A systematic review by Waterman et al. (2001) reinforces these points, and shows that AR can 
be useful for innovation and improving healthcare. Their findings indicate that AR is suited to 
developing innovative practices and services over a wide range of healthcare situations. Their 
review suggests that AR can promote creative ideas and implement changes in practice. They 
contend that well-designed and implemented AR is the most appropriate approach in healthcare 
situations that are complex, or it is not possible to control many variables. 
Finally, Bradbury and Lifvergen (2016) suggest that AR is especially relevant where treating 
people with complex needs (older people or chronic disease). Within the characteristics set out 
by Bradbury and Lifvergen (2016) the stance of the researcher is to:  
• ‘Understand with’,  
• Be a co-implementer,  
• Regard evidence as emergent,  
• Undertake learning and dissemination as part of an iterative process.  
In a similar Swedish programme undertaken over 10 years, impressive results were 
demonstrated by interrupting habitual practice and exploring innovative alternatives. This fits 
with the succinct view of Avison et al. (2001) on AR, which proposes that AR is about 
generating knowledge about a social system while at the same time trying to change it.  
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In implementing ICP OP, the pragmatism of AR, sitting within complex contexts, exists within 
political realities that cannot be dismissed. This recognises that each local ecosystem has 
unique characteristics but that useful insights into systemic implementation can be generated.  
2.5.3  Action Research Design and its Application to Implementing ICP OP 
The justification for the choice of Action Research as a guiding approach is based on the fact 
that many areas of scholarly enquiry associated with organisational science is removed from 
the real world of practising managers and clinicians who may be naive to organisational 
science; the Action Research approach is grounded in real life problems that are facing both 
the researcher and practitioners, and thus it reduces the gap between theory and practice.  
For the purposes of the present study, the Susman and Evered (1978) cyclical process of Action 
Research (see Figure 8) was taken to best capture the overall methodology in action and to 
structure the work of the project.  
In that regard, Susman and Evered (1978, p.582) suggest that: 
What appears at first to be a crisis of the relevance of organisational science is a crisis 
of epistemology.  
They attribute this to researchers adopting a limited view based on positivist approaches in 
pretending that research is value free, logical and empirical when in fact organisations are 
artefacts created by people, primarily to serve their ends, and thus operate to a set of rules 
affected by human values, actions and ambitions.  
As noted summarily in Chapter One, the elaboration of this cycle in the chosen process goes 
through a sequential, logical five-stage process: diagnosis, action planning, action taking, 
evaluation, and learnings, centred on a client-system infrastructure.  
This reflects typical change processes such as Appreciative Inquiry, and/or Process 
Improvement, and is familiar to clinicians and managers. In the present thesis, an Action 
Research (AR) cycle of two years of design and testing the framework was expected to be 
undertaken (thirteen sites materialised).  
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Figure 8.  Action Research Cycle (Susman and Evered, 1978) 
Whilst AR appeared to ordinarily involve a number of short cycles, with iterations of learning, 
the author determined and agreement was reached, that a full initial two-year cycle of ‘design 
and test’ (Figure 9) was a necessary adaptation. This was for a number of reasons: 
1. Implementation of integrated care for older persons had not been defined, let alone 
undertaken in Ireland. There was no direct policy context for the work and as such part of 
the ICP OP agenda was to positively influence the policy agenda. This included the need 
to recognise older people as a distinct cohort and for services and the workforce to be age 
attuned.  
2. In addition, there were a number of organisational impediments such as a lack of 
population focus between local providers and poor co-terminosity between geographic 
areas.  
3. The scale of the proposed work to be undertaken by ICP OP was substantial and relying 
on the experience of policy advisors such as Curry and Ham (2010, 2011), it was 
considered that it would take a minimum of two years to begin to yield informative results. 
Implementing integrated care was seen at the start to involve multiple sites, with a more in-
depth focus on two pioneer site case studies in order to generate manageable results and deeper 
insights. Later, a third pioneer site was added to elaborate a detailed comparison of effect. 
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A further consideration was the fact that 13 pioneer sites were participating in the ICP OP 
programme:  
• Each site had unique circumstances, opportunity and history.  
• This meant the organisational and professional dynamics in each site differed, and 
might would take significant time for ‘good’ to emerge.  
The author determined that a full initial 2 year cycle of ‘design and test’ (Figure 9) and this a 
consensus emerged that this seemed reasonable, based on the objective evidence cited here and 
in Chapter 1. Thus, the elements of the AR cycle used to structure the work of the thesis are as 
follows: 
2.5.3.1  Phase 0.  Client-system infrastructure 
The work centred on developing the OP Client system infrastructure to address service deficits. 
Specifically, all 13 Pioneer sites represented the core client system infrastructure, with a 
characteristic population of different professional actors as noted above. These sites have taken 
on the dual function of implementers and (de facto) co-researchers.  
This arrangement was made manifest in a memorandum of understanding which represented 
an agreement between the ICP OP and the pioneer site to address the 10 Step Framework as 
part of a national design and test stage in introducing a new model of integrated care.  
2.5.3.2  Phase 1.  Diagnosis  
In the diagnostic phase of the action research cycle identified generally fragmentation, but 
specifically the lack of bespoke pathway highlighted by the symptoms access blockage as 
outlined in Chapter 1. This was initiated with a rapid literature review that identified key 
interventions that supported integrated care for older persons, and supported the diagnosis and 
idea of a framework as a basis of solution. 
2.5.3.3  Phase 2.  Action Planning 
Within the Action Planning phase, a literature review was undertaken to identify two key 
issues. This was to gain insights into systemic change within health systems.  
In this phase, in preparation for implementation, a 10 Step Integrated Care Framework was 
developed. This was in recognition of the fact that integrated care for older persons had not 
been defined, let alone undertaken in Ireland. There was no policy context for the work and as 
such part of the ICP OP agenda was to positively influence the policy agenda. This included 
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the need to recognise older people as a distinct cohort and for services and the workforce to be 
age attuned.  
2.5.3.4  Phase 3.  Action Taking  
In the action taking phase, preparations were made for mobilisation and actors at pioneer sites 
were set up to implement. This required the development of choreographic elements at pioneer 
sites. Thirteen pioneer sites participated in the ICP OP programme. The impact of the research 
focused on changes that took place systemically resulting from ICP OP implementation locally 
and nationally. A more in-depth exploration in two sites describes the action planning, action 
taking and evaluation of results in more detail.  
2.5.3.5  Phase 4.  Evaluation 
The Evaluation phase involved the development of a number of data suites. This included 
structural and process metrics. Structural metrics were chosen that reflected the 10 Step 
Framework, Process metrics that gathered data on activity within pioneer sites and a survey of 
key actors within integrated care. Structural metrics were gathered to determine the fidelity 
with which the framework was being implemented. In addition, process metrics were 
developed that track the activity of integrated care teams across key dimensions. This included 
the volume of contacts, context for care delivery and discharge destination.  
This suite of data was primarily focused on implementing integrated care involved multiple 
sites, with a more in-depth focus on two pioneer site case studies in order to generate 
manageable results and deeper insights.  
In order to test the utility of the 10-step framework directly with personnel involved, a survey 
was designed and administered to all participants.  
2.5.3.6  Phase 5.  Specify Learning 
The final stage involved specifying the learning. This is intended to generate lessons learned, 
and identify general findings that will inform any changes to the implementation methodology.  
This included a need to identify critical determinants of spread and scale of integrated care, the 
sequencing of and weight given to certain aspects of implementation (e.g. role of governance 
or care pathways) and in turn utilise these lessons to finesse the approach adopted by ICP OP, 
especially with regard to scaling up.   
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2.5.4 Incorporating FMA process  
Within the overall Susman and Evered (1978) AR cycle, Checkland and Howells’ (1998) FMA 
cycle also has utility as a means of describing the process (see Figure 10). Whilst the stages 
are similar to the Checkland and Howell (1998) Framework, their model is focused more on 
the specifics of adopting a framework of ideas (how and what to implement in integrating care 
for older persons) through the lens of a methodology (ICP OP 10 Step Framework) and yielding 
learning that is useful and can be used to refined the methodology.  
 
 
This bias towards the learning and adaptation is a good fit with the approach adopted by the 
author as the FMA model requires a theoretical framework (F) as a starting point against which 
a methodology (M) can be applied to an area of concern (A). This in turn generated insights 
(learning) which, through a cyclical process will potentially inform a revision of the framework 
and the methodology reflecting an approach utilised by West and Stansfield (2000).  
Figure 9.  Application of AR cycle within present study (a shorter version appears in 
Chapter 1) 
2. Action Planning (Theory) 
Undertake lit. review on 
implementation 
Develop Framework for 
implementation  
3. Action Taking (Test) 
Implement 10 Step ICP OP 
Framework in 13 pioneer sites 




5. Specify learning 





At core: ICP OP- 
Pioneer sites 
1. Diagnosing (question)- 
History, context, symptoms 
Lack of bespoke pathways leading to 
fragmented care 
Problems with implementing and diffusing 
innovative models   
Hypothesis: a suitable case for a novel 
framework to embody ‘hard’ and ‘soft edges’ 
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Figure 10.  FMA Model of AR 
The development of the 10 Step ICP OP Framework offered a theoretical starting point for 
process (F) This framework, comprised of key integrative components explicitly describing the 
‘what’ (F) as well as the ‘how’ (M) of integrated care. The Checkland and Howell (1998) FMA 
cycle also allows the author to test both the benefits and drawbacks of using a framework as a 
methodology (direction without dictat) (Figure 11). The application of 10 step framework (F) 
to an area of concern (A), integrated care for older persons, is a departure from the linear 
evidence based ‘pipeline model’ in traditional medical science (Figure 11). 
 
Figure 11.  FMA applied to ICP OP implementation 
The deployment of a framework to generate change in clinical practice (rather than a model of 
care set out within a detailed description) had not been done previously in Ireland or 
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systemically in other jurisdictions in order to address the challenge of implementing integrated 
care.  
2.5.5 Building on existing frameworks 
The relationship between the proposed 10-step framework and other frameworks is discussed 
in depth in another chapter. Two of the most prominent frameworks for integrating care, 
Minkman’s (2012) developmental model of integrated care (DMIC) and Valentijn’s (2015) 
Rainbow Model of Integrated Care (RMIC) identified the conceptual and technical ingredients 
necessary for integration. Minkman, for example identified 89 elements required to develop 
integrated care in the context of discrete diseases (Stroke, MI and Dementia). The core design 
elements were quality care, organisation of care, effective collaboration and results. However, 
neither of these two prominent frameworks were designed to address the socio-technical 
dynamics of implementation. The learning about the utility of the methodology is the key aim 
in term of outcomes from the research design.  
2.6 Ethical Considerations: of mobilisation and metrics 
Several ethical issues were addressed in this study, such as informed consent, confidentiality, 
data publication, etc. Administration of ethics for the survey is discussed alongside survey 
design and administration in the Results chapter.  
As the structural and process metrics are aggregated and anonymised, no consent was required. 
As the research is designed to gain insights into implementation there were no additional 
benefits or drawback for participants. However, all participants were informed in writing that 
becoming a pioneer site would involve working with ICP OP in testing a new model of care, 
including returning data. Where this data was to be used in the thesis this was made clear in 
advance.  
This research is an exploratory study with implementers of integrated care and does not involve 
patients. All data is anonymised and held in confidence. Before collecting or publishing data 
the researcher sought participant’s agreement. In addition, the researcher has obligation to 
protect participants’ confidentiality, which would be performed strictly. There would not be 
any private information of participants in published articles. Names and addresses were hidden. 
Collected data would not be used for other purpose than research. 
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In fact, the data presented in this thesis is available in a number of accessible locations for HSE 
staff. Data is available to sites through quarterly data feedback given to individual sites by ICP 
OP. Each site can view its own monthly data via the Tableau reader and data is presented at 
the ICP OP networking days either by sites themselves or by ICP OP. In addition, the data used 
in this thesis was presented at International Foundation for Integrated Care conference (2017, 
2018, 2019). Furthermore, the data is available under Freedom Of Information, on the Health 
Atlas portal, or on the ICP OP data dashboard. From the outset, all data suites presented 
involved pioneer sites in terms of development of all metrics used. 
2.7 Strengths and Limitations of Research Methodology 
There are a number of strengths and limitations associated with the approach adopted in this 
present study.  
2.7.1 Strengths 
The strengths of the methodology primarily rest on the following factors.  
• The use of Action Research is considered appropriate where there is a complex context, 
and where ‘what to do for the best’ is disputed.  
• AR has its strengths in a context where, in contrast to RCTs, activity is be conducted 
within the political and practical realities of the situation in question.  
• The methods used in AR allows for unique practices can be localised.  
• AR allows the work to be owned by participants and builds competence.  
• AR is a good theory discovery method.  
The value of applying the FMA framework to an AR cycle is that allows for the early stages 
of a new concept to be tested. In that regard, it is a good fit with the proposed study as formal 
community based multi-disciplinary teams, bespoke pathways and case management roles 
focused on the needs of older people did not exist.  
An AR approach allows the potential to design, test and develop this model. Whilst some sites 
are early adopters, others were selected based on the service pressures (particularly those in 
areas with challenged hospitals) which may somewhat reduce selection bias. All areas 
participating in the study faced a similar data deficit and similarly new roles, specifically case 
management was not commonplace.  
Baseline data on community interventions did not exist and therefore opportunities to develop 
a bespoke database were facilitated.  
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2.7.2 Limitations 
There are a number of limitations that influence this study, in the context of it being a single 
cycle of AR.  
A significant drawback is the lack of a formal (government) policy mandate around integrated 
care and a lack of a medium-longer term (3-5 year) funding commitment. The implications of 
this are that there is a lack of homogeneity about the project at this stage.  
However, that is the nature of developing a new model as Goodwin (2015 a,b) attests, whereby 
it generally takes 2 years to bed-in a new model and 7-10 for it to mature. Consequently, the 
ability to do a ‘before and after’ study was not possible as the system developed for collecting 
key operational data was developed and implemented within the study period, as part of the 
action research activity.  
The most challenging aspect is that the richness of outcome cannot be attributed with more 
certainty. This in turn has potential to undermine the objectivity of the study, whereby there is 
more pressure to apply a more deterministic interpretation of the findings, rather than being 
able to attribute outcomes to specific design factors such as determined local leaders.  
It could be argued that the learning is narrow and unique to each situation. This is due to a 
number of factors including:   
1. There are fundamental differences between sites in terms of where they focused their 
efforts in implementing the framework, due to funding, local pressures or 
clinical/managerial interest. (e.g. Some sites decided that they would focus on singular 
aspects of a care pathway such as frailty at the front door or an in-patient pathway whilst 
other focused on developing a community based multidisciplinary teams).  
2. The study is not taking place in a green field site. There are historical and contextual 
variables that cannot be controlled, such as the disparity between sites in terms of 
funding, personnel, or capital resources such as availability of ICT. 
3. There was a substantial lack of relevant baseline data. The data in existence prior to 
embarking on the ICP OP programme related to issues such as Patient Experience 
Times (PET) in Emergency Departments (trolley waits), and Average Length of Stay. 
While these were a significant advance on earlier data deficiencies, however, no 
baseline data was available in terms of community service provision.  
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4. The quality and influence of local leadership, both clinical and managerial, or historic 
appetite towards developing older person services, cannot be controlled.  
5. The generalisability of findings are constrained by differences in geography, population 
profile and rurality, among other factors.  
2.7.3 Mitigating against these limitations 
In the absence of direct before-after observations, comparisons are made between structure and 
process situations of selected pioneer sites which were at different stages of development (see 
comparisons of pioneer sites A vs B, and C vs A in results/evaluation). 
Whilst some historic and geographic factors could not be controlled, in order to mitigate against 
the variables, every site were engaged with in the same manner (see Chapter 6, discussion 
around Figure 34).  
Every site was allocated an ICP OP Service Improvement Manager (SIM) who worked closely 
with the local project lead(s). This promoted fidelity to the framework and associated processes. 
When a site was not ‘performing’ due to challenges around enablers, the SIM escalated that to 
the author who could authorise additional resources or enlist local executive leadership.   
2.8 Conclusion 
This chapter concerns an orientation for the work, ‘hard’ and ‘soft’, around the local work of 
clinicians and managers and those they work with at local level. The discussion and locates it 
in terms of the initial project, the actors and their multiple constituencies, personal and 
philosophical stance as researcher and practitioner, and how the work of the project is aligned 
through the Susman and Evered Action Research cycle. This gives a foundation for the rest of 













CHAPTER 3.  LITERATURE REVIEW   
3.1 Introduction  
This chapter (Literature review) and the next chapter (Developing the 10-step framework) 
comprise the Action Research Phase 2 Action Planning (Theory). 
Healthcare sustainability and systemic quality improvement remains a persistent concern for 
policy makers, regulators and care-givers and is particularly important for vulnerable 
population cohorts, (Silvester et al., 2014). Within the programme, it was recognised that 
implementing systemic improvement is challenging and complex. Whilst many examples of 
localised implementation were available, these were often critically dependant on local health 
economies and conditions (political, leadership, opportunity, circumstance, insured 
population). There was less international evidence available on systemic change (i.e. mobilised 
at a national level) that was not dependant on a benign set of unique local circumstances. The 
literature review therefore focuses on the attributes required for systemic improvement in the 
healthcare context (see Appendix 4). The results of the literature review will inform the 
implementation approach adopted by ICP OP in addressing the challenge of implementing a 
proposed new model of integrated care for older persons.   
3.1.1 Literature Search Strategy and Screening Criteria 
The author undertook an integrative literature review over 6 months. The approach adopted 
Torraco’s (2005) definition as most appropriate. Torraco (2005) defined an integrative 
literature review as a form of desktop research that reviews, critiques and synthesizes 
representative literature on a topic in an integrated way such that new frameworks and 
perspectives on the topic are generated. The methodology offered an opportunity to critique 
existing literature and offer a potential re-conceptualisation of established insights. In this 
regard, as implementing integrated care at a systemic level is relatively underexplored it offered 
the opportunity to offer a holistic reconceptualization of existing literature on systemic change 
and apply those insights to implementing integrated care for older persons in Ireland. This in 
turn offered an opportunity to make a contribution to the field of implementation at systemic 
level.  The literature was identified, analysed, synthesised and reported in four stages; search, 
selection, analysis and synthesis. The literature selected in this review includes published 
paper, conference proceedings and report.  
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The authors searched online publications on key improvement attributes using the following 
search terms: Transformation AND Quality Improvement, Healthcare Improvement, 
Leadership AND Culture AND Quality Improvement as well as Systemic Improvement 
AND Healthcare or a combination of those terms. The terms were selected based on an initial 
screening of the literature which identified these as key concepts in any change process within 
healthcare. The key inclusion criteria were: English language, peer reviewed articles published 
between 2000 and 2015 in order to ensure that there was some changes and context were 
reasonably contemporary. The literature search took place over 6 months (Dec 2015 to June 
2015). The following databases were searched: Academic Search Complete; The Allied and 
Complementary Medicine Database (AMED); Biomedical Reference Collection, Expanded; 
Business Abstracts with Full Text; CINAHL Plus with Full Text; MEDLINE; psycARTICLES; 
PsycINFO. Sociological and business journal databases were also included where relevant. A 
specific, secondary search (including grey literature) included prominent authors in healthcare 
quality improvement, leadership or culture.    
Initial search yielded an unwieldy 32,860 articles. This reflected the volume of work published 
on improvement as an area of concern across the public sector. Inclusion/exclusion criteria 
were used to screen the titles. This included keywords such as healthcare. A secondary 
exclusion process filtered out all articles titles that did not focus on systems of care. This 
process excluded improvement in a specific context (e.g. Laboratory). This process refined the 
search down to 8,727 articles. Key words then were used to filter the abstracts. In the first 
instance, articles that were too narrow in focus were excluded. This second exclusion criteria 
involved a focus on a discrete disease (e.g. diabetes) or addressing a specific professional 
development concern (e.g. training). A fourth exclusion criteria included articles where the 
substantive focus was not on organisational change. A final exclusion criteria was applied 
where the focus on a combination of one or more of the following: leadership, culture, and 
quality improvement was lacking. 287 abstracts were then selected for a full review for 
potential inclusion and placed in an excel spreadsheet. A particular emphasis was placed on 
key words such as systematic improvement and or healthcare transformation as the attributes 
were likely to be similar.  These were categorised into thematic databases (leadership, culture, 
improvement methods) using an abstract screening tool. Finally, 42 articles were included on 
the basis of their systemic nature as their focus was on systemic change and/or where 
leadership, culture, and quality improvement are an explicit theoretical focus of the article. 
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The Preferred Reporting Items for Systematic Reviews (PRISMA) approach (Moher et al., 
2009) was used to select and funnel articles deemed relevant (Figure 12).  
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Quality improvements are usually described across three domains: individuals care experience, 
cost and population health (Stiefel and Nolan, 2012). Other perspectives include patient 
experience and outcomes (Ovretveit, 2011a,b) continuous performance improvement 
(Margolis et al., 2010; Alexander et al., 2006) and culture (Parry 2014; Batalden and Davidoff, 
2007). Placing quality in a broader sociological perspective, Shojania and Dixon-Woods 
(2013) suggest that healthcare quality improvement is an emergent healthcare systems 
property. This is amplified by Miller and Miller (1991) and D’Souza and Sequeira (2011) who 
concur that adverse events result from system failures rather than rogue individuals. To address 
healthcare quality improvement systemically, reference is made to high-reliability 
organizations whereby safety cultures result from collective mindfulness (Chassin and Loeb, 
2013; Buchanan, 2003). Consequently, attention is paid to the healthcare organization, 
typically focused on leadership and process (Anderson et al., 2011; D’Souza and Sequeira, 
2011; Benson, 2005; Shojania and Dixon-Woods, 2013, and Parry 2014), accreditation 
(Serrano, 2010), culture (Christiansen et al., 2010; Holden, 2005) and regulation (Chassin, 
2013; Chuang and Inder, 2009).  
Five broad domains emerged (see ‘Star’ diagram, Figure 13), which fell into the following 
domains: Process, Organisational, Cultural, Leadership, and Personal/Professional. Whilst 
articles selected included at least one domain, 50% of articles selected (n=21) combined three 
domains, with a relatively even distribution across four domains. One in five articles (21%, 
n=9) selected covered either 4 or 5 domains but only 5% (n=2) addressing all five domains.  
3.2.1 Process domain 
Whilst Ferlie and Shortell (2001) felt a process ‘checklist’ could not have the breadth of 
attributes necessary to capture improvement dynamics, some authors, such as Luxford et al. 
(2011) advocated accountability, leadership and patient/family engagement. Others, (Haines et 
al., 2004; Heenan et al., 2012; Harrison and Daly 2009) emphasised data and technology, 
suggesting that there is a strong correlation between technology-enabled knowledge 
management and improvement. Kennedy et al. (2011) suggest that data utilisation strengthens 
accountability, thus promoting certain values and behaviour. However, Myers (2008) and 
Myers and Shannon (2012) indicate this is insufficient if the culture does not support 
improvement. Golemboski (2011) and Brandrud et al. (2011) conclude that improvement is 
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Figure 13.  Domain Prevalence in literature (‘Star’ diagram) 
In summarising process attributes, Brennan et al. (2012) developed a conceptual framework 
which included readiness for change, organizational culture, quality improvement 
implementation, organizational assessment and organizational learning. Best et al. (2012) who 
concluded that five simple (improvement) rules were necessary, specifically, reinforced this 
approach: (i) blending designated leadership with distributed leadership; (ii) establish feedback 
loops; (iii) attending to organisational history; (iv) engaging physicians and (v) including 
patients and families in the process.  
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Figure 14 summarises the process domain:  
 
Figure 14.  Process domain attributes 
3.2.2 Personal/professional domain 
This domain reflected attributes such as values, meaning, autonomy and purpose. In addressing 
clinician perspectives, Adler et al. (2008) described the tension between (professional) 
autonomy and organisational priorities. Corrigan and McNeill (2009) posit that professional 
loyalty is placed before organisational improvement, proposing professional autonomy draws 
on loyalty to patients and the profession as a first principle. Adler et al. (2008) observed that 
professional networks rely on collegial structure to mobilize power and maintain governance 
over the profession rather than organisational structures. In that regard, Grant (2011), Dixon 
Woods et al. (2014) and Ibrahim et al. (2013), suggested that junior doctors wish to preserve a 
distinct identity, separate from organisational requirements were largely shaped by compliance 
with superiors.  
To address this Callanan et al. (2002) and Poddar (2013) appeal to clinical leaders to bridge 
the management and clinician divide. These studies, resonant with Ham (2003, 2008), explored 
the context for healthcare leadership and highlighted the need to engage clinicians in 
organisational change, thus avoiding the dominant clinician vs. management paradigm. 
Callanan et al. (2002) highlighted how hidden incentives (financial or otherwise) militated 
against improvement and recommend initiatives that span professional and managerial 
boundaries. Clinical governance, fuelled by consumer awareness and self-regulation failures 
(Flynn, 2002) provided an opportunity to address this. However, whilst a focus on clinical 






Agreeing on ‘hard edges’ that are 
evidence based, understood and 
delivered consistently by all.   
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et al. (2014) revealed how the emphasis on performance targets result in false comfort from 
quantitative metrics. In contrast, (Clark et al., 2013, Swartling and Poksinska, 2013) suggest 
that engaging employees meaningfully enhances personal motivation and is more effective than 
enforcing improvement through regulation. In that regard, successful organizational leaders 
value employee input and placed decision-making in their hands, thus creating cultures that 
deliver sustained, high-quality services.  Figure 15 summarises: 
 
Figure 15.  Personal/Professional domain attributes 
3.2.3 Organisational domain 
Katz-Navon et al. (2005), Kvist et al. (2013), Psychogios et al. (2009) and Lemieux-Charles 
et al. (2002) focused on how leadership can influence positively on organisational 
improvement. Frykman et al. (2014) and Ovretveit (2008, 2011b) indicated that improvement 
is typically based on common sense (or intuition or empiricism). Hofmeyer (2013) proposes 
that research has yet to identify the specific mechanisms by which leadership behaviour can 
have a positive influence, citing the importance of building social capital by enhancing trust 
and open communication. This resonates with Greenhalgh et al. (2009) who emphasise the 
impact of relationships characterized by trust and flexibility, combined with incentives that 
reward performance. In exploring organisational structures, Glickman et al. (2007) described 
key attributes including design, incentives and information management. McCarthy and 
Blumenthal (2006), and Lynn (2011) who advocate using transparent data, learning 
collaborative and listening to patient voice in combination with regulation, reward and 
experience-based wisdom, reinforce this. This is consistent with Bradley et al. (2009) and 
Pascale et al. (2010) who assume the improvement competencies already exist in organisations 
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Ovretveit (2011b), Leviton (2011), Booth et al. (2013), and Nadeem et al. (2013) suggest that 
research into “what works” is hampered by system complexity and contextual difference. 
Consequently, health systems are increasingly recognised as complex adaptive systems 
(Benson, 2005, Weberg, 2012). Holden (2005) defined this notion in terms of individuals who 
collectively share an environment, who may act independently but whose actions will influence 
one another. Complexity theory suggests that the key to understanding systems is through 
recognising relationship patterns and interactions among the system’s agents and the fact these 
relationships are not easily influenced by external forces. San Martín-Rodríguez et al. (2005, 
‘SMR’ in ‘Star’ diagram) classified these as interactional factors (interpersonal relationships 
between team members), organizational factors (conditions within the organization) and 
systemic factors (conditions outside the organization). Consequently, any attempt to improve 
should benefit from incorporating the organisational narrative that draws on these interactions. 
Figure 16 summarises: 
 
Figure 16.  Organisational Domain attributes 
Organisational attributes typically focused on data, information technology, organisational 
structures and governance. 
3.2.4 Leadership domain 
Leadership influences in improving healthcare is ubiquitous and has received very considerable 
attention (Young, 2000; DaCosta, 2012; Denis et al., 2012; Erskine et al., 2013; Latham, 2013. 
LeBrasseur et al. (2002), Kvist et al. (2013) and Frankel et al. (2006) proposed that leaders 
drive values, values drive behaviours and behaviours drive performance. Bohan and Laing 
(2012) advocate honest, inclusive, supportive styles. West et al. (2014) and West (2014) outline 
Organisational domain (structures and systems)
Governance structures that are aligned 
with vision and values 
Role effectiveness and utilisation
Technology and business information
Attributes 
Meaningful collection and use of data at 
the nearest point to the user
Transparency and integrity in creating 
and maintaining structures 
Use information for improvement
Promote contributions based on 
knowledge trumping  status 
73 
how leadership-staff engagement results in improved job satisfaction, improved organisational 
commitment, reduced staff turnover and improved employee wellbeing. 
Complexity Leadership is gaining traction in healthcare (Denis et al., 2002, 2012; Weberg, 
2012): this advocates a shift from traditional, hierarchical leadership to complexity leadership 
involving shared, distributed, and collective leadership. West et al. (2014) in particular focus 
on collective leadership, which seeks to empower staff to take responsibility for high-quality 
care. West (2014) proposed that collective leadership, when combined with dynamic learning 
culture, shapes behaviour far more effectively, consistently and profoundly than explicit targets 
or regulation. In this characterisation, collective leadership includes these attributes: a strong 
strategic narrative, attending to trust and fairness, having compassion for staff, and delegating 
responsibility.  
Erskine et al. (2013) and Veronesi and Keasey (2011) express concern that failure to 
understand complexity, coupled with a failure to distribute leadership tasks to all levels, will 
damage managerial-clinical relations and undermine sustainable improvements. Consequently, 
complexity leadership recognises leadership as a social process where knowledge “trumps” 
position and where interactions among people in complex systems produce valuable, new and 
unpredictable capabilities that cannot be realised when the parts act alone. Leadership attributes 
typically focuses on vision, style and philosophy. Figure 17 summarises: 
 
Figure 17.  Leadership domain attributes 
Leadership domain
Articulating a compelling inclusive vision 
Leading with integrity and values
and philosophy 
Attributes
Create structures and opportunities that 
attend to collective leadership
Attending to social and cultural capital based 
on living and promoting shared values 
Cultivating integrity at all levels of decision 
making   
Ensuring values drive behaviour
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3.2.5 Cultural domain 
Kaplan et al. (2010) and Edwards et al. (2014) reflect on the dynamics within professional 
networks which are characterised by multiple interwoven strands. Crema and Verbano (2013) 
attempt to untangle this, listing as key attributes; organization and communication, process 
management, error management, and customer/patient management. This mirrors views of 
Spiers et al. (2010), Lee et al. (2010),and Schaffer et al. (2013) on leadership the psychological 
contract with managers depends on rewards and respect for the values central to professional 
identity. To address this, McCormack et al. (2002) and Christiansen et al. (2010) recommend 
learning culture, this pays attention to individual and group needs. 
From an anthropological perspective, Veldsman (2012), Bate (2004) and Buchanan (2003) 
explore how organisational narratives shape culture, and group solidarity is built on the 
personal stories and unifying narrative that emerges from sharing stories over time. Stories are 
therefore presented as a medium through which multiple professional identities coalesce under 
a common social vision, and if skilfully harnessed can drive improvement that acquire a 
cultural identity and become part of the “organisational DNA”. Figure 18 summarises: 
 
 
Figure 18.  Cultural domain attributes 
3.3 Discussion 
Implementations of conventional improvement science methods, such as Lean Six Sigma, are 
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Graffenried-Ruffin, 2000; Clark et al., 2013; Fursule et al., 2012; Feng and Manueal, 2007). 
The argument for adopting this approach from its original domains is compelling when one 
draws parallels with high reliability industries. This includes harnessing technology and data 
to improve healthcare through task analysis, standardised processes and best practices. Scoville 
and Little (2014, p.5) for example suggests that value stream mapping and process redesign 
remain central to improvement methods but acknowledge the role of complexity in healthcare 
organisations when viewed as complex adaptive systems. Begun et al. (2003) was amongst the 
first to recognise the characteristics of healthcare organisations as containing multiple, diverse 
and interconnected elements. They typically behave in an emergent and non-linear manner and 
Begun et al. (2003) suggest that the analogy of a living organism rather than a machine was 
more suitable reflecting the complexity dimension. These organisms/organisations operate 
through a complex web of relationship, local knowledge and schemas. Feedback loops with 
the organisations can disrupt of promote stability. As a consequence, complexity science 
embraces a rich mix of anthropology, sociology and organisational psychology.         
Greenhalgh et al. (2012), Greenhalgh et al. (2009), Greenhalgh et al. (2004), and Øvretveit et 
al. (2011b), found in relation to healthcare, few empirical studies on systemic improvement 
which allow for generalizable results. Whilst Wang et al. (2006) provides useful insights into 
the combination of organisational factors to be aligned, and there is a significant literature on 
discrete concepts that can theoretically contribute to improvement, there is limited literature on 
the effective combination of attributes that deliver systemic change. The difficulty in 
simultaneously addressing leadership attributes, cultural characteristics, organisational 
structures, personal-professional issues and processes is a reflection on healthcare complexity 
and associated difficulty in achieving improvement. 
Dominant organisational and process foci (governance, information technology and data) tend 
to address issues that are more concrete, appear reassuring but are insufficient.  Ovretveit et al. 
(2011 a, b) for example makes a compelling case for understanding improvement conditions, 
depending on the nature of the change. In that regard, Langley and Denis, (2011) draw attention 
to the social and micro-political dimensions that improve healthcare. They suggest that 
initiatives will fail unless they account for interests, values and power relationships. This is 
essentially based on a social constructivist perspective, whereby reality is shaped by a shared 
social (professional) narrative. Dixon-Woods et al. (2011b) addresses this comprehensively in 
demonstrating the combination of things that must be done (for example evidence based 
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pathways) whilst cultivating a grass roots professional social movement that endorses the new 
approach. Only two articles, (Dixon-Woods et al., 2011b; Dixon-Woods, 2012) addressed all 
five domains which, when deployed collectively, comprise a substantially complete framework 
for healthcare improvement. Whilst two recommendations, Dixon-Woods et al. (2011b), have 
a rational, empirical bias, the other recommendations point to issues such as purpose, 
motivation, meaning, belonging and identity. In that regard, Rouse (2008) advocates behaving 
more like a farmer than an engineer in cultivating improvement in healthcare. This approach 
essentially advocates building a trusted network, whose connections build commitment to a 
common purpose. This is very different from a standards driven approach but rather seeks to 
engage professional social networks through personal meaning and purpose.  
3.4 Conclusion 
The five domains of improvement in health care that emerged from the literature review 
provided a useful starting point in terms of informing the implementation of integrated care. 
The attributes within the five domains are not only consistent with Deming’s (1993) original 
thesis on improvement attributes but also with his direct healthcare experience (Deming, 1990). 
It seems that a focus on hard improvement attributes (organisation, standards, processes etc.) 
has neglected ‘soft’ but essential attributes outlined in Deming’s (1993) thesis. These attributes 
typically exist within the cultural and professional domain and include values, belonging, 
purpose, motivation and autonomy. Each of the five attributes contains elements that are critical 
if not unique to healthcare improvement. In term of process, there is a need for ‘hard edges’ 
that are evidence based, understood and delivered consistently by all. A new type of leadership 
is required that is values driven and attends to social capital whilst also distributing leadership 
based on expertise rather than status. Whilst good leadership is intuitively an essential 
requirement for improvement, Øvretveit (2008), West et al. (2014), West (2014), and Denis et 
al. (2012) propose that collective leadership has to be embraced as the preferred approach to 
reflect the complexity of the healthcare context. From an organisational perspective the need 
for good governance, that promotes transparency and uses data for improvement. This builds a 
culture in which individuals and team success are rewarded, incentivises learning from patient 
experience and cultivates autonomy at team level. Finally, an area not given sufficient 
prominence is the need to attend to personal and professional factors, namely professional 
identity, meaning and purpose that incentives and rewards adopting best practice.  
77 
A key insight from the literature reviewed is the need to reframe the approach to improvement 
as a social problem, most effectively addressed through a professional “grassroots” movement. 
Organisation, leadership, structure and process are essential but not sufficient for systemic 
improvement. The things that are necessary (referred to by Dixon-Woods et al., 2011b, as the 
“hard edges”) have to be built on common sense of purpose and meaning which capitalises on 
trusted personal/professional networks. This will require cultivation, particularly where 
tensions between managerial and clinical roles exist. This frames improvement within a 
sociological context. This is a key differentiation from more linear improvement approaches. 
In doing so, there is a need to recognise the social dynamics associated with high autonomy 
professional networks and to ensure that any improvement approach is sympathetic to the 
culture and values that underpin this network. Improvement approaches to systemic change 
also needs to accommodate the hidden dynamic within personal/professional networks 
whereby shared narratives on one’s personal/professional purpose and meaning are powerful, 
hidden forces that improvement science needs to incorporate. This means recognising that 
expertise, not status, determines leadership roles in each improvement effort.  
Finally, it appears that most improvement efforts within healthcare have failed to recognise 
complexity as a context (Dixon-Woods et al. 2011a). This is a fundamental starting point in 
the implementation challenge that requires a more agile and nuanced approach that balances 
the hard and soft edges involved. In that respects Greenhalgh et al. (2004) theories on the nature 
of adaptation and spread in health systems has particular relevance in considering an 
implementation methodology for ICP OP.  Whilst MacAdam’s (2008) systematic review of 
frameworks to integrate care to older people synthesises the evidence on the components of a 
framework it does not offer insights into ‘how’ to address the challenge of implementation. In 
the ‘messy reality’ of pressurised health service environments, clinical and managerial leaders 
tasked with delivering change are doing so as an ‘add on’ to their operational or clinical role, 





CHAPTER 4.  DEVELOPING THE 10-STEP FRAMEWORK   
4.1  Introduction 
This chapter (Developing the 10-step framework) and the previous chapter (Literature review) 
comprise the Action Research Phase 2 Action Planning (Theory). 
The design components of integrated care have been well described (Borgermans et al., 2017).  
However, initiatives tend to be localised rather than systemic (Nolte, 2015a). Whilst the 
barriers and enablers of integrated care are well articulated, the means to achieve this at scale 
are poorly understood, especially with limited attention paid to implementation.  
A key constituency within the ICP OP programme are the clinical and managerial leaders who 
are high autonomy agents. As the major resource involved in system change, clinical and 
managerial staff are key to any change process. In that regard, selecting the appropriate 
implementation methodology that is sympathetic to the messy reality of their professional lives 
is crucial.  
The literature review points to the need to recognise healthcare improvement as taking place 
in a complex adaptive system as a first principle (Holden, 2005; Weberg, 2012; Benson, 2005). 
The complexity involved reflects the influencing factors that are technical (policy, political, 
financial), and sociological (professional and organisational dynamics). However, the 
Greenhalgh et al. (2004) diffusion of innovation and spread model offers a useful conceptual 
representation of the implementation challenge, and offers a methodological starting point. 
Their schematic offers a range of potential approaches to change ranging from an agile, 
emergent, adaptive approached to a traditional programmatic model (see Figure 5). 
As integrated care is a polymorphous concept, implementation requires a sense of common 
understanding about what is required to be done to the wide range of different participants that 
need to mobilise, and to provide a basis for tracking fidelity to the different dimensions of what 
is desired to be done. A framework is a core instrument to achieve implementation of integrated 
care. 
4.2  Existing Models for Implementing Integrated Care   
The idea of using a framework as part of the established integrated care idea was not new, but 
how to ‘do it’ remained an open question with regard to implementation.  
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4.2.1  Existing frameworks 
A review of integrated care frameworks by MacAdam (2008) identified four conceptual 
frameworks describing the key features of integrated care. She addresses the evolution of 
integrated care frameworks by exploring a range of key work: 
• Leutz (1999) who proposed five laws of integrated care. They in essence are a 
combination of operational behaviours (screening, case management, care transitions 
and clinical practice) and organisational levels of integration. 
• Kodner and Spreeuwenberg (2002) built on this and similarly described ‘domains’ of 
integrated care (clinical, administrative, funding, organizational, service delivery). 
• A framework by Hollander and Prince (2008) includes philosophical and policy pre-
requisites as key design features providing a basis for key linkages between services.  
• The Care Management of Services for Older People in Europe (CARMEN) framework 
describes policy features but is less specific about operational and service design 
components.  
MacAdam (2008) synthesised key features, specifically  
• Governance structures for strategic and operational change. 
• A case management approach. 
• Bespoke care pathways (networks).  
• Some form of financial incentive. 
A more contemporary and comprehensive review, Project INTEGRATE (Borgermans and 
Devroey 2017) represented the largest repository of research findings in terms of implementing 
integrated care. Their review presented a compendium of strategic policy direction statements. 
These include:  
• Workforce issues,  
• Service design,  
• Payment,  
• Care pathways  
• A shift to a population approach.  
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The Project INTEGRATE review of integration frameworks highlighted the following models 
• The Chronic Care Model (Wagner et al., 1999)  
• the WHO framework for action towards coordinated/integrated health services (WHO 
2010, 2015a)  
• The Improving Chronic Conditions model (Epping-Jordan et al., 2004)  
• The WHO Global strategy on people centred and integrated health services (WHO 
2015b)  
• And, the Rainbow Model of Integrated Care (Valentijn et al., 2013; Valentijn, 2015).  
The synthesis of experiential and research findings across a number of countries revealed a 
number of key lessons. These included  
• The importance of (clinical) leadership  
• Sensitivity to context 
• Consideration of scaling  
• Cultivating partnerships.  
The key tasks required include new clinical competencies, different management models, 
harnessing disruptive change, addressing financial (dis)incentives and making change happen 
at scale and pace: Borgermans et al. (2017) described this as a ‘simultaneous parachute jump’. 
This provides a useful macro policy perspective as a guide to strategic design principles and 
key tasks.  
A more nuanced perspective is offered by Valentijn (2015) in his mixed methods study on the 
collaboration processes that are important as part of implementation. His description of an 
‘implementation black box’ in the area of integrated care is explained by his assertion that 
implementing integrated care is a complex, interdisciplinary, non-linear and a dynamic change 
process:  
o He acknowledges the empirical limitations of assessing perspectives  
o And he proposes that implementation is a trust-based rather than control-based process.  
82 
In the earlier study to develop a framework, the Valentijn et al. (2013) Rainbow Model of 
Integrated Care (RMIC) outlines three conceptual levels of description of integrated care are 
required:  
• Macro-level elements at structural level e.g. system integration 
• Meso-level elements of professional and organisational integration 
• Micro-level elements like clinical pathways 
Whilst connected, these are also addressed independently of one another: Valentijn is in 
essence is describing the features of a Complex Adaptive System (CAS) where the 
participants/agents within a complex social system are both independent and interdependent. 
In such a CAS, these agents depend on one another to function effectively but can choose to 
operate independently. Therefore, a dominant property of a CAS is one of emergence, rather 
than design.  
In regard to CASs in general, the behaviour of agents within a CAS is heavily influenced by 
social rules (Halpern, 2015; Begun et al., 2003), with consequent change methodologies more 
responsive to a range of nudges rather than programmatic management. This recognises that 
any change/improvement effort is embedded in complex social systems, whose actors are 
highly autonomous and whose views are influenced by powerful, shared professional narrative.  
In reflecting on the results of projects that were developing integrated care, Valentijn (2015) 
concluded that collaboration was crucial to commencing and sustaining initiatives. In 
particular, he proposed that relationship capital, based on increased trust and mutual gains 
were the most important ingredients and were associated with successful implementation of 
integrated care more so than control based processes.  
Minkman’s (2015) Developmental Model of Integrated Care (DMIC) also describes how the 
discrete conceptual elements of integration interact. Having empirically validated the DMIC 
model (Minkman 2012), describes the process upon which the development of integrated care 
depends. Minkman (2012) also equated this to a ‘black box’ of integrated care, describing four 
distinct phases of integrated care development:  
• Initiation and design 
• Experimentation and execution 
• Expansion and monitoring 
• Consolidation and transformation.  
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Minkman (2012) organises the combination of desirable ingredients that facilitate integrated 
care within four quadrants: entitled Quality of Care, Organisation of Care, Effective 
Collaboration, and Results. Inter-professional teamwork, commitment, roles and tasks sit 
within both Organisation of Care and Effective Collaboration, emphasising the centrality of 
professional behaviours. Interestingly, Minkman (2012) proposed that further research on the 
dynamics of integrated care that focus on the human and contextual factors would add value, 
especially focused on social dynamics such as power and influence.  
Maruthappu et al. (2015) highlight barriers such as cultural inertia, organisational barriers, and 
operational complexity, and reflects Minkman et al’s (2007) findings on improvement. 
Reed et al. (2018a; 2018b) describes the challenge of implementing change in health systems 
in general, and in particular, how frameworks can address the practical reality of working in 
complex systems. Her SHIFT-Evidence framework seeks to identifies a suite of 12 factors and 
dynamics involved in evidence translation influencing both implementation and improvement 
in systems that are typified by resisting efforts at change, and it needs to be ensured that all of 
these need attention .  
4.2.2  Limitations of existing frameworks 
However, there are a number of factors that limit the utility of existing frameworks.  
The RMIC (Valentijn et al., 2013) and DMIC (Minkman, 2012) frameworks are conceptual 
models that describe the desirable ingredients in integrated care at macro, meso and micro 
levels. They include discrete components of integrated care and principles/philosophical 
underpinnings. In tandem with this they define the levels of integration (RMIC) which presume 
a better outcome and seek to define the desirable outcomes (DMIC). However, the existing 
models were considered to be generic in nature and also had been tested in the context of a a 
different health economy, the Netherlands (Valentijn et al. 2013; Minkman, 2012).  
A significant contribution made by the RMIC and DMIC models is that they describe the 
‘whats’ desirable in terms of any proposed change. This latter point is important as linear, 
policy driven models or recommendations may be useful to point towards the destination but 
may not necessarily address how one reaches that destination: Attending to the ‘how’ of 
implementation, and ‘who’ should, or is best-placed to, address the change needed is a critical 
point of difference and lacking in present models.  
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The context of the client system as a complex adaptive system means that a mechanistic 
application of structural or process change is insufficient as a means of mobilising key actors. 
In essence, there is a need for someone to own and drive the change at a local level: a model 
describing systemic change may not resonate with the local actors as it lies beyond their 
mandate, or indeed interest.  
This consideration of who is tasked with implementation is critical: in reality, it is local clinical 
and service managers who must own the process: 
o Whilst nationally enabled in order to be systemic, an intervention such as integrated 
care requires local implementation.  
o This cannot be ‘outsourced’ to a distant programme office10 as the nature of the change 
is concerned with change in that domain of clinical service model that sits in the front 
lines, facing changing demands, resource constraints and associated circumstances.  
o This necessitates involving actors who are possessed of high autonomy, and therefore 
may choose to engage or otherwise, who have to feel ownership of, be invested-in, and 
be in control of the process. Asking people to do something different from current 
practice, however well evidenced, will not necessarily result in their ownership. 
It seems therefore that a heavily evidenced, idealised model that is formulaic and programmatic 
may be less likely to be adopted by key leaders tasked with making the change. Lessons from 
implementation place an emphasis on a methodology that recognises social dynamics and 
capital, so-called ‘soft edges’, combined with some ‘hard edges’, as being more desirable.   
An important consideration, central to this thesis is o combine ‘who’ will make this happen 
and ‘how’ it gets done, especially in sites that are simultaneously delivering services and 
seeking to change the model of care, often with limited resources and minimal change capacity.  
In conclusion, all of these insights provide theoretical underpinnings to the concept of a 
framework approach, and also its supporting processes as being essential to develop integrated 
care systems to their potential. All frameworks reinforce a message around core enabling 
factors that is endorsed at policy level with appropriate incentives whilst recognising that ‘no 
one size fits all’ in terms of their local configuration.  
                                               
10 The term Programme denotes a national activity run for example within the HSE. 
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Valentijn (2015) states that the RMIC helps to conceptually unravel integrated care but 
acknowledges that integrated care is: 
“an ‘art form’ founded on a colourful pallet of values and perceptions arising from 
several political, organisational, professional and clinical fields”.  
And, it might be added that the same spectrum of aspects, hard and soft, need to be applied in 
the developmental implementation processes as well as the developed care processes. 
4.3  Design requirements of the client-system to be served by a framework 
The requirements for a system of implementation are outlined in Chapter 1 on page 19 
(‘Requirements for a framework approach’). In summary, this requirement is for a combination 
of ‘Hard edges’ and ‘Soft Edges’ to be incorporated, embodied in one ‘device’ (e.g. graphic) 
that would reflect the needs of all parties and be a basis of common understanding of priorities, 
and contextualisation and realised development. The notions therein would need to be designed 
in collaboration with he key members in the client system, core (local) and surrounding 
(national/strategy/enablers). 
The proposed framework was to serve the purpose of a conceptual roadmap for the 
implementation of integrated care for older persons that was actionably meaningful both locally 
and nationally. Its utility was intended for the local change agents, i.e. those people tasked with 
implementing integrated care, because individuals in these roles are the people who could make 
or break the success of any attempted implementation. Addressing this narrower constituency 
(than some concept of all stakeholders) would be useful at this initial stage of the longer-term 
programme for integrated care as standard across the whole country (as per Figure 2).  
In terms of clinician leaders11, the framework had to have clinical legitimacy, and contain the 
appropriate clinical focus in terms of evidence-based interventions. These included pathways, 
new roles and new ways of working that had legitimate credibility in terms of a proposed change 
of work practice.  
                                               
11 Clinical leaders are typically Consultant Geriatricians and Heads of Professional Discipline.   
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In tandem with this, the framework needed to lend itself to a cogent service delivery model for 
local operational managers12. This would include for example the emphasis on population 
planning, enabling factors and use of resources.  
Beyond these two constituencies, there was a need for the framework to have a strong sense of 
validity amongst front line clinical staff who worked directly with patients. In that regard, the 
framework needed to speak to role and functions such as case management, multidisciplinary 
teamwork and person centred care planning.  
A final important constituency included both senior organisational decision makers and policy 
makers. The framework offered a potential shorthand for both in terms of describing a future 
state for policy and strategy.  
The distillation of the evidence on both change and key interventions allowed for a common 
shared concept of complex concepts such as community care, integrated care, or moving away 
from an acute-centric health system. 
4.4  Process of developing the 10-step framework for implementing integrated 
care 
The results of the initial literature review on characteristics of health care improvement 
(previous chapter) indicated the need to recognise the context as a complex adaptive system. 
This is typified by emergence, where parts are interdependent but may not necessarily work in 
unison. It is not amenable to centralised control is populated by autonomous actors. 
This reflects Greenhalgh et al.’s (2004) insights whereby the stance most likely to succeed was 
to ‘support, influence and enable’ in order to harness existing social networks, ‘Help It 
Happen’ for short. In essence this approach ‘provide direction without dictat’ Holden (2005).  
4.4.1  ‘Building blocks’ becomes a ‘House of IC implementation’. 
In bringing forward the building blocks identified in the last chapter to embody them in a 
framework, there is a sense of hierarchy in the five dimensions. The more successful change 
efforts had lent themselves to high degrees of autonomy in terms of change, distributed 
                                               
12 Operational Managers are defined as having responsibility for service delivery in both 
hospital and community settings 
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leadership, and teamwork. All of these attributes improved culture and motivation. In the 
seminal literature on systemic change, there was a multidimensional aspect to the change. In 
essence these represented a combination of social dynamics (culture, leadership, 
professional/personal attributes) combined with technical components (process, structure, 
governance), i.e. the ‘soft edges’ and the ‘hard edges’ mentioned in chapter 1. 
Thus, it was found effective to present them as building blocks in a house-shaped schematic 
(Figure 19). This did not have a name, but for the present account, a ‘House of IC 
implementation’, or ‘house’ for short, is a convenient term for referencing it in the process of 
formation of the 10-Step framework. Thus the ‘house’ embodies a comprehensive suite of 
systemic change ingredients, and around which the framework was to ‘swing’. 
 
Organisational: 
Establish governance, use data for 
improvement. 
Process: ‘hard edges’ understood and 
implemented by all.   
Leadership: articulating a compelling, 
inclusive vision, distribute leadership,  
develop collective social capital.    
Culture: Building a shared narrative, cultivating team autonomy, promotion of knowledge,       
                   including service users, recognition of individuals and teams 
Personal/Professional:  Attend to meaning and purpose that is rewarding 
 
 
Figure 19.  House of Implementation for Integrated Care: Organisational building 
blocks of ICP OP Framework 
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Table 2.  Linkages between domains and 10 Step Framework (combined literature review) 
4.4.2  Towards establishing framework elements 
The combined findings from the literature review were synthesised and tabulated (as per Table 
2) to identify areas of commonality between clinical care system design and improvement 
system design attributes (framework to be developed). The synthesis of evidence on ‘what 
worked best’ in integrating care for older persons combined with the findings from the 
literature review using a rapid review approach (Khangura, et al., 2012) were intended to 
address ‘knowledge to action’ challenges.  
The combination of clinical and organisational attributes began to inform the conceptualisation 
of a methodology to support implementation.  
4.4.3  Framework development activities 
As the framework described above was emerging, the developmental process drew on many 
insights formally and informally, from the preceding two literature reviews, and from 
interaction with key informants locally, nationally and internationally. It both informed, and 
was informed by, these interactions.  
4.4.3.1 Literature 
Three streams of literature were combined in the development of the framework: 
1. The rapid review of literature on the content of integrated care reported in Chapter 1, 
i.e. the ‘what’s (structures and processes of care).  
2. The literature review on key ingredients of implementation process, i.e. the ‘how’s 
(house) 
Integrated care design  Research evidenceFramework element Implementation methods Research evidence Framework element 
Care pathways Stewart et al., (2013) Services and care pathways Distributed leadership Best et al., ., (2011) Governance
Case management Shepperd et al., (2013 New ways of working Culture Bate, (2004)/ Grant (2011) Person centred planning
Care-cordination Woodchis et al .,(2015) Clinical network hub Peer network Bradley et al., ., (2009) Map resources
Case management Philp (2013), Stokes et al 2New ways of working Earned autonomy Chassin and Loeb, (2013) Governance
Teamwork Goodman et al ., (2012) MDTs Multidimensional Dixon-Woods et al., ., (2011)Services and care pathways
Teamwork Trivedi et al .,(2013) MDTs Multidimensional Dixon-Woods et al., ., (2012)Care proceess, structures, data, culture 
Care pathways Larsen et al ., (2006) Services and care pathways Multidimensional Greenhalgh et al., ., (2009) Care proceess, structures, data, culture 
Care pathways Mitchell et al.,  (2015) Services and care pathways Multidimensional Greenhalgh et al., ., (2012) Care proceess, structures, data, culture 
Population focus Berglund et al.,  (2015) Population planning Clinical leadership Margolis et al., ., (2010) Governance
Single point of access Hebert et al.,  (2015) Services and care pathways Measurement Kennedy et al., ., (2011) Monitor and evaluate 
Teamwork Boult et al.,  (2013) MDTs Distributed leadership Øvretveit, (2008) New ways of working
Case finding Thistlethwaite (2014) Population planning/supports to live well Motivated teams Swartling and Poksinska,, (2013)New ways of working
Population focus Mc Adam (2015) Population planning/supports to live well Distributed leadership West et al., ., (2014) New ways of working
Case management Roland et al.,  (2012) New ways of working Local context Mc Cormack et al., ., (2002) Map resources
Care pathways Silvester et al.,  (2014) Services and care pathways Culture Frankel et al., ., (2006) Person centred planning
Integrated working Gullery and Hamilton (2015)Governance Clinical leadership Grant, (2011) Governance
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3. A ‘philosophical stance’ underpinning the combination of these, also established in  the 
literature in consideration of implementation requiring an orientation towards socio-
technical systems, and particularly dynamic complex adaptive systems (orientation). 
While any approach developed needed to attend to matters of structure, process etc., it critically 
needed to accommodate high autonomy practitioners (clinical and managerial). In particular, 
there was a need to attend to key clinical and service model interventions with the most robust 
evidence base.  
4.4.3.2 Interactive development 
This was critically important as any approach proposed needed to simultaneously address key 
actors in enabling stakeholder constituencies. At the centre of this client-system infrastructure 
(as already noted) were included the class of managers who were operationally responsible for 
services, as well as the class of front line clinicians who would be interested and willing to 
support the adoption of a new way of working, with significant departures from established 
modus operandi.  
A series of actions were undertaken by the author in the process of developing the framework 
through to a fourth version. This took place over a 6 month period at the initiation of the 
programme.  
Version 1:  Incorporating inputs from international summer school, the literature, and 
a divisional consultation 
Developing the first version involved the following actions: 
1. The author attended the IFIC Summer School (Venice 2015) to immerse in the evidence 
base and approach to implementing integrated care internationally.  
2. A desktop review of international integrated care models was undertaken (the second 
one mentioned earlier). This included exploring how integrated care was defined and 
implemented across a range of health economies. This review looked in particular at 
jurisdictions such as Scotland (East Lanarkshire), New Zealand (Canterbury), 
Singapore (SPICE programme), Canada (PRISMA programme), United Kingdom 
(North West London, Torbay), and the Netherlands. Conceptual representations of 
‘care models’ such as the House of Care (Health Foundation, 2013, 2016) and the 
Agency for Clinical Innovation (ACI, 2013) Strategic Framework for Integrated Care 
of the Older Person with complex health needs were also reviewed. 
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3. A Divisional workshop was run, in which the author and the Clinical Lead met with the 
senior management team within the HSE (see Appendix 5). The purpose of this exercise 
was to determine what their perspective, understanding and expectations were in terms 
of supporting integrated care. The findings from the literature review were outlined, 
and the concept was introduced of a complex adaptive system as a key contextualising 
feature of the work. 
4. A slide presentation (in Powerpoint) and an accompanying foundational document was 
written and presented to the Senior Management Team of the programme sponsors 
(CSPD and SCD ) on 18.9.2015. This outlined the proposed approach based on the 
findings of the desktop review.  
The contribution of the meeting with senior managers is captured in Figure 20, let this be 
referred to as Version 1.   
While this represented a strategic perspective on how their respective divisions contributed to 
supporting older people, and what had to be done, it did not represent a conceptual schematic 







Figure 20.  Integrated Care Framework V1  i.e. strategic perspective 
92 
 
Version 2:  Incorporating aspects of the North-West London model  
A schematic of what integrated care might look like in a local health context was adapted from 
the North-West London Model (NHS, 2015) to represent integrated care service in action, 
specifically for older persons. This (see Figure 21) was presented to the programme sponsors 
on 14.10.2015, let this be referred to as Version 2. 
Version 3:  Incorporating findings from engagement with National Working Group 
Whilst this conceptual model was helpful in describing a new operating model it was too 
operational in focus and did not capture the multi-dimensional nature of integrated care: the 
author and ICP OP team worked with key groups over a three month period in actions to iterate 
on, and to layer in greater depth, the conceptual and operational depiction of integrated care.  
This consultation process included meeting with members of the National Working Group on 
a monthly basis:  
• The membership of this group consisted of 10 subject matter experts with specialist 
knowledge in a range of disciplines.  
• This included the clinical management of the following areas: 
o aging 
o epidemiology 
o measurement and evaluation 
o healthcare commissioning 
o health care management 
o integrated care 
o programme management 
o community development 
o user engagement 
o nursing 
o organisational change and healthcare improvement.  
This group focused on a more clinically oriented representation of integrated care in action (see 












Version 4:  Incorporating insights from engagement with Age-Friendly Ireland 
However, as is typically the case with integrated care, each group consulted-with tended to 
describe the perspective through their particular lens (i.e. exhibiting the polymorphous nature 
inherent in IC noted earlier). In order to validate the work done to date by the National Working 
Group on the conceptualisation of the framework, a series of engagements were organised with 
Age Friendly Ireland (AFI) in three areas nationally (Kerry, Sligo, Tallaght) (Oct-Dec 2017). 
The group AFI is supported by WHO (2007), and they were seen as representing the 
overarching views of older people. 
When the Nora story was developed (see Chapter 6 Mobilisation), the author presented and 
discussed with them ‘Nora’s Story’, and the work to date on the development of a means of 
conceptually describing integrated care. This proved to be extremely helpful in shifting the 
emphasis away from a service world-view (strategic, operational and clinical) and situating the 
framework elements around a core principle of supports to live well. This meeting led to a 
memorandum of understanding with AFI, which was to formally involve them henceforth in 
national and local governance. This work is described in Chapter 5. This iterative process of 
actions led, iteratively and somewhat organically, and interactively, to the configuration of the 
10 Step Integrated Care Framework depicted in Figure 23. Let this be called, for the purposes 
of mapping its developmental process, Version 4. 
4.4.4  The resultant 10-Step Framework 
This rendering of the requirements for implementation represented a combination of 
perspectives from strategic, operational, clinical and service-user perspectives, and provided a 
conceptual roadmap for key actors, specifically clinical and managerial leaders tasked with 
implementation. Its iconic form has been replicated widely, especially as a central element of 
the ICP OP programme developments.  
To repeat from above, the primary constituency for the framework’s development are the actors 
who had a direct role to play in supporting implementation: the primary focus was on local 
clinical leaders and operational managers.   
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The framework comprised ten elements, named “Steps” 1 to 10, and these are briefly described 
as follows. 
4.4.4.1  Step 1. Establish Local Governance Structures 
An essential and foundational starting point was that the establishment of a local governance 
structure had to be addressed. This was intended to support institutional (executive) leaders to 
manage the change, and provide a means to support local redesign and improvement. 
4.4.4.2  Step 2. Undertake Population Planning for Older Persons 
A second foundational principle was the adoption of a population planning mind-set. The 
existing service delivery ‘silos’ had mitigated against this: Clinicians were responsible for 
those under their care, typically in hospital; while managers were held to account for 
performance, typically finance and upward service delivery key performance indicators; 
neither had been required to consider the needs of the population.  
4.4.4.3  Step 3. Map Local Care Resources 
Likewise, the framework implemented recommendation of ICP OP (2017) to include 
encouraging the mapping of local resources. This was in order to consider key asset-
deployment questions like whether all the available assets were being used as productively as 
possible, or if there was duplication of functions. 
4.4.4.4  Steps 4/5/6. Develop Services & Care Pathways (4), Develop New Ways of Working 
(5), and Develop Multi-Disciplinary Team and Create Clinical Hub Network (6) 
In terms of process, the much-needed ‘hard edges’ to address new models of care delivery are 
manifest through the development of bespoke pathways (Step 4), multidisciplinary teams who 
would adopt a case management approach and the hub to house them (Step 6), and the new 
roles and matching sets of competencies (Step 5).  
4.4.4.5  Steps 7 & 8. Person-Centred Care Planning & Delivery (7), Supports To Live Well 
(8)  
At the core of the proposed framework was a proposed shift from focusing on institutional 
pressures/concerns to a shared focus on the population (step 2) which invited a cultural shift 
around a shared narrative on the needs of the population. This in turn potentially allowed a 
‘Cartesian’ change of mind-set, from a deficit based approach, to one where the assets 
available could be harnessed more effectively and efficiently (step 3). It was proposed that this 
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would have potential to deliver person centred care (step7) and support older people to live 
well (step 8).  
4.4.4.6  Step 9. Enablers  
Financial incentives, workforce development and management, and ICT are provided 
nationally, so this Step ensures that these questions are formally included as the normal 
business of the methodology.   
4.4.4.7  Step 10. Monitor and Evaluate 
These are required at local and at national level, so the local site may respond to changes in 
clinical, managerial and demographic conditions, to ensure that they are supported in this, and, 
critically, to provide objective evidence that the programme is delivering value, in a way that 
was not previously done. Data is required to be collected, presented and interpreted, so data 
drives decisions for on-going management of operations and critically to realise resource 
investment justified (or not) on the basis of objective evidence. 
4.4.4.8  A unitary, flexible framework  
Whilst each component of the framework was complex in its own right, the framework allowed 
for visibility of, and a choreography of, all the necessary moving parts whilst avoiding getting 
‘stuck’ in the detail of any one element. In that, while the use of the framework did need each 
part to be attended-to, yet it allowed a flexibility, a ‘plasticity’ (see chapter 1), in moulding the 
service redesign: if, for example, a service decided to prioritise a frailty pathway and attend-to 
other pathways sequentially, they could do based on the foundational elements such as 
governance and the principle of population planning; the other aspects such as mapping 
resources were supportive of technical and managerial tasks. 
However, whilst local ownership was key, the 10 Step Integrated Care Framework (Figure 
23), contains fundamental design elements which were mandatory if a particular prospective 
site were to receive funding.  
These were: 
o Local governance 
o Multidisciplinary teams adopting a case management approach 
o And the development of bespoke care pathways.  
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However, once these were addressed by the site, local leaders would be free to choose how, 
and in what order, they deployed the framework. For example, if a site had the capacity to 
develop inpatient pathways as a first priority, the framework allowed local clinical and 
managerial leaders to develop discrete components sympathetic to local context and history by 
building up capacity and capability on existing resources.  
The provision of national enablers that lay around ICT and monitoring and evaluation are 
incorporated (step 9 and 10) as organisational components, as these were typically beyond the 
reach of local leaders.   
4.5  Reflection on underpinning rationale 
While the interactional part of the process of development resulting in the framework has been 
described above, the process drew from the literature (mentioned above), in the light of history, 
context and pulling-in concepts identified and refined from the literature reviews, and laying 
over an underlying socio-technical approach. These are now discussed in light of what was 
‘pulled-in’ in the developmental process. 
4.5.1  Rationale relating to content and process 
Having at this stage got the developed framework in place, it is now necessary to explain and 
record the contribution of the literature pulled-in during the emergent development process.  
This description combines in particular references from the earlier literature reviews: that on 
content made as part of the diagnosis, and the stronger review reported on key ingredients for 
implementation presented in the previous chapter, with both of these being interpreted within 
the orienting context of the socio-technical/social constructivist literature (Philosophical 
Stance) in the research methodology orientation chapter.  
As indicated by Project INTEGRATE (Borgermans and Devroey 2017), there are key design 
components necessary to achieve integrated care. The following elements of the framework 
address the fundamentals required of the change agents involved in integrated care. Whilst 
some elements may be desirable but may not be in-situ (e.g. a clinical network hub), this is 
secondary to development of governance, adopting a population mind-set, developing care 
pathways, establishing an MDT, and adopting a case management approach.  
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It was considered that other framework steps, such as resource mapping and the development 
of person-centred planning, were also desirable, but potentially could be addressed over a 
longer period of time as the local service would evolve. Likewise, areas such as Supports to 
Live Well were considered important but were recognised as being beyond the mandate of local 
health and social care professionals in the early phase of development.  
4.5.1.1  Governance 
Establishing a local governance structure across health and social care (including the third 
sector) is a fundamental starting point (Nicholson et al., 2013, Jupp, 2015, Collins 2016) when 
addressing an integrated care agenda. Valentijn’s Rainbow Model of Integrated care (Valentijn, 
2015) sets out the Macro-, Meso-, and Micro- levels at which integration operates.  
Van Rensberg et al. (2016) explore the notion of governance within this construct and suggests 
that research has ignored the opportunity for self-governance. His proposition draws on 
Foucault’s concept of governmentality with a fundamental starting point recognising that 
interdependent organisations come together to form semi-autonomous networks, drawing 
principally on its own authority derived from relational and process networks. This avenue for 
social reproduction draws on the idea of a regulated freedom that allows a redistribution of 
power from the centre.  
The emergence of local governance as a key instrument of integration is outlined by Jupp (2015 
p15) who points to emerging international examples (USA and Spain) where ‘administrative 
concessions’ incentivise local ownership for care planning and delivery. On the other hand, 
Exworthy et al.’s (2017) exploration of governance arrangements and integrated care policy in 
the UK point to chaos at a policy level due to the ‘thicket’ of governance structures.  
However, the evidence from the literature review undertaken in the present study suggested 
that a number of critical outcomes were positively influenced by attending to governance. 
Stewart et al.’s (2013) review of the Programme of Research to Integrate Services for the 
Maintenance of Autonomy (PRISMA) programme suggested that creating partnerships 
(between policy designers, project implementers and academic teams) helped achieved 
integrated care in Canada.  
Valentijn et al. (2015b) gave prominence to clinical and professional networks rather than 
systemic dimensions of formal governance. Berglund et al. (2015 a,b), whose 62 case studies 
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over 9 years identified local collaboration and co-operation taking primacy over of 
organisational boundaries amplify this.  
Of particular interest is Nicholson et al.’s (2013) offering of a pragmatic overview of the 
functional requirements of governance, especially establishing common ground, in the context 
of deploying integrated care. These involved pooling resources, joint planning across a 
geographic population, sharing Information and Communication Technology (ICT) 
development, shared measurement tools, and the cultivation of shared professional roles and 
an opportunity for user engagement. This provided a more pragmatic common operational 
agenda to support service (re)design.  
Whilst the concept of clinical governance in the national development of integrated care 
pathways is well established in Ireland, various forms of local governance structures were 
typically applied to fixing narrowly-defined discrete outcome/output problems, for example 
delayed discharges, rather than undertaking under-pinning service design questions, i.e. 
tackling the underlying system causes. In the 10-step Framework, this local governance was 
linked to a national governance structure as a core choice of operating principle, thus proving 
vertically-linked opportunities for funding, ICT innovation, and workforce development and 
training. A chart in Appendix 6 sets out the reporting lines for governance around the ICP OP 
programme and associated developmental and operational activities. 
4.5.1.2  Population planning for older people 
A population-based approach is a fundamental aspect of the 10 Step Framework.  
A combination of demographic, diagnostic, and service utilisation data is mustered and 
deployed to build a predictive profile of the population. In theory, this enables services to target 
‘at risk’ individuals, ideally preventing avoidable admission (after Billings et al., 2006). A 
literature review by Twomey (2015) highlighted the feasibility of predictive modelling at a 
population level but also highlights the complexity of its utility in practice.  
A comprehensive review of available risk stratification instruments in Australia (ACI 2014) 
found substantial limitations, such as: 
• A lack of real time data 
• Only addressing ‘known patients’ rather than the at risk cohort) or social variables 
• Combining multiple disparate data sets 
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• And, less unexpectedly, payment for identification and early intervention (who pays?).   
A case finding approach (either opportunistic or systematic) is promoted within this population 
focus. This approach is adopted on the assumption that earlier detection and management of 
health and social care problems for older people will promote better outcomes and reduce long-
term morbidity (NHS, 2015; DoH, 2016; Philp 2013).  
There is evidence supporting this approach across multiple settings, in particular, validated 
instruments to support a proactive case finding approach for frailty for older people in acute 
and community settings (Baker et al., 2012; Serra- Prat et al., 2017; O Caoimh et al., 2017; O 
Caoimh et al., 2015; Van Veldsen et al., 2015). Other examples include the development of a 
Risk Pyramid within the Veneto region of Italy, (Corti et al., 2018), and an Electronic Frailty 
Index currently being piloted in the NHS (Trueland, 2012).  
There is however, a need to distinguish between a theoretical notion of populations-at-risk, 
and assertively identifying, through case-finding, individuals-at-risk when they present to 
services (Vuik et al., 2014). This is a group for whom integrated care is especially important. 
It is especially important because they require increased levels of intervention and support from 
health and care services to avoid onward negative consequences such as direct mortality or less 
visible, decompensation. Identifying and supporting people who are frail therefore requires a 
focus on its own, with different degrees of frailty requiring appropriately-specified bespoke 
interventions (Rockwood et al., 2005).  
At a primary care level there are some easily identifiable ‘proxies’ for frailty such as being 
housebound, recurrent episodes of falls, or reports from others of ‘slowing up recently’ (Oliver 
et al., 2014). In Ireland, a combination of age and the number of home help hours provided are 




Nature of Risk                                             No. of patients % of patients 






social care needs. 
642 13% 10% 
Care co-ordination  
Multiple needs but 
more stable; benefit 
from RS approach 
641 13% 17% 
Chronic disease 
management 
One or more chronic 
conditions 
1155 19% 25% 
Health prevention and 
education 
Low but may have 
acute episode 
1560 32% 48% 
Table 3.  Example of population stratified in 50,000 network population (Aged 80-85; 2016 
census) 
An example of local-level data is presented in Table 3. It depicts the anticipated target 
population of older people in North Mayo stratified using Tilda assumptions (O’Halloran, 
2017). It highlights the level of risk and intervention required for each subset of this population 
cohort. In this example the ratio of people, aged 80-85 is in keeping with the national average. 
Also, there is a higher ratio of people over 85, and it is notable that this group presented with 
an increase of a 36.2% increase since 2006; in this Health & Social Care Network (HSCN), the 
most at-risk group will be in the top tier (n=642). Based on Tilda data (O’ Halloran, 2017) it is 
reasonable to assume that 40% of women and 21% of men in the age 85 and over will utilise 
services; 26% of the older population (1,283) make the greatest call on resources and would 
benefit most from an integrated approach. 
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4.5.1.3  Develop services and care pathways 
In the development of the 10 Step Framework, a specific focus has been on the development 
of services that identify and meet the needs of older people with complex health and social care 
needs.  
There is strong evidence for implementing bespoke care pathways for older persons (BGS 
2012; NCP OP, 2012). Support comes in a subsequent publication, the BGS (2014) 
compendium on ‘making the health system fit for frailty’, a synthesis of systematic reviews 
and case studies, also Oliver et al. (2014) and Puts et al. (2017).  
The Larsen et al. (2006) and Parker et al. (2002) systematic reviews of randomised controlled 
trials (RCT) supports planned, early supported discharge. Eklund and Wilhelmson’s (2009) 
systematic review of RCTs of older persons living with frailty indicated improvement in 
functioning. The Boult et al. (2013) randomised controlled trial demonstrated the value of 
comprehensive assessment and care planning where co-ordination of health care professionals 
facilitated enhanced access to community services.  
In addition, case studies, such as described by Thistlethwaite (2011), indicated that bespoke 
care pathways reduced bed use, delayed discharge, decreased the use of long-term care with an 
increase in home care. A pre- and post- interventional analysis of implementing an in-patient 
care pathway by Silvester et al. (2014) supports improved outcomes, namely improved patient 
flow and increased capacity leading to reduced mortality.  
Successful implementation and use of case-finding approaches requires that pathways and 
services are in place to address needs once identified as, without this, outcomes may not be 
improved (Kerse et al., 2014).  
There are commonalities in terms of what works: bespoke care pathways, comprehensive 
assessment, and care co-ordination.  
In particular, the clinical condition of ‘frailty’ is one of the most challenging consequences of 
population ageing (Clegg et al., 2013): Frailty develops as a consequence of age-related decline 
in multiple body systems, which results in vulnerabilty to sudden health status changes 
triggered by minor stress or events such as an infection or fall at home. Decompensation can 
magnify this in cases where patents are subjected to trauma from falling, or to stress from 
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leaving their familiar surroundings, or finding themselves in congested emergency 
departments.  
Estimates of the prevalence of frailty can vary depending on age, sex and location (community 
v hospital). The work of Clegg et al (2016) is used as an interim guide for stratification of the 
over 65 age group reported the following levels of frailty: 
• 3% of the population over 65 and over with severe frailty 
• 12% with moderately frailty 
• 35% mild frailty  
According to TILDA (O Halloran 2018) 15% of people >65 years are physically frail. In people 
>80yrs this increases to 35%. European studies (O Caoimh 2018b) indicate an overall, 
estimated frailty prevalence of 18%. General estimates of frailty therefore suggest 
approximately 9% (Collard et al., 2012) are moderately frail. When the population sample 
includes those aged >50yrs TILDA data (referred-to above) suggest that up to 25% of people 
aged 65+ in Ireland are ‘living with frailty’. 
An example of an area where a focus on case-finding has been found to be helpful is in frailty 
screening in the ED (see Ahern, 2017). In this example, older people were targeted as cases for 
a Comprehensive Geriatric Assessment (CGA) on the basis that they had a history either of 
falls or of recurrent presentations in acute hospital.  
Included in the areas of case complexity and typically within the ‘umbrella’ of frailty, 
conditions such as dementia in Ireland is projected to rise from approximately 38,000 in 2006 
to in excess of 100,000 by 2036 (O'Shea, 2007). Over 90% of older adults with dementia 
experience behavioural and psychological symptoms of dementia (BPSD) at some point in the 
course of their illness (Steinberg et al, 2008).  
Likewise, falls are a leading cause of hospital admission among Older Persons are increasingly 
common with age and frailty and account for 11.8% of national ambulance service call outs in 
Ireland (NAS, 2016). Recent trauma data (NOCA 2016) indicates that trauma-requiring surgery 
has shifted from high impact events such as road traffic collisions to low-level falls among 
older people.  
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There is an extensive evidence base for interventions to prevent falls, focusing on identifying 
and addressing risk factors such as postural instability, muscle weakness, visual impairment, 
home hazards or ‘culprit’ drugs.   
4.5.1.4  Case Management and Multi-Disciplinary Team Working 
Case management is an approach to managing complex care that has been established, with a 
good evidence base in the context of community-based management of severe and enduring 
illness for a number of years (Bodenheimer and Berry- Millet, 2009; Bodenheimer and Sinsky, 
2014; Simmons et al., 2001; Nash and Ififfe, 2012; Moorehouse et al., 2017; Mental Health 
Commission, 2006).  
Whilst there are no unifying definitions of case management (Stokes et al., 2015), case 
management can take a number of forms (Clinical Case Management, Brokerage, Assertive 
Community treatment). What is fundamental to its function is the role and stance of the case 
manager, differentiated by  
• the direct provision of service,  
• assertively outreaching to the target population  
• and acting as a direct point of contact whilst based within a multidisciplinary team.  
Its application in the context of managing the needs of older persons with complex care needs 
have been reported consistently to deliver positive outcomes when a particular combination of 
interventions are deployed. These reports are generally from high-income countries.  
Substantially improved outcomes were reported by MacAdam et al. (2008) in the Programme 
of Research to Integrate the Services for the Maintenance of Autonomy (PRISMA). This 
targeted frail older persons with functional impairment, and included  
(1) Co-ordination between decision-makers and managers,  
(2) A single entry point,  
(3) A case management process,  
(4) Individualised service plans,  
(5) A single assessment instrument based on the clients' functional autonomy,  
(6) A computerised clinical chart for communicating between institutions for client 
monitoring purposes.  
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This combination of interventions also led to reduced functional decline, meeting heretofore-
unmet need, reduced ED visits, and increased satisfaction. Saliently for management, this was 
done with no change in cost.  
In the same vein, the Keong et al. (2012) pre- and post-intervention analysis of the Singapore 
Programme for Integrated Care of the Elderly (SPICE) demonstrated dramatically decreased 
admission (66%), improved self-reported health (18%) reduced Length of Stay (47%) and 
reduced ED visits (50%).  
The Shepperd et al. (2013) systematic review of case management in hospitalised patients 
indicated that mortality improved in some key cohorts post an episode of falling. Whilst 
mortality did not improve in other studies (Goodman et al., 2012) patient rated outcomes did 
improve.  
Finally, the Roland et al. (2012) review of case management demonstrated a positive impact 
on emergency admissions (down 9%), elective attendance (down 21%) and costs (down 9%).  
As indicated by Stokes et al. (2015) the deployment of case management is only effective when 
done in the context of a well-governed clinical network, specifically a multidisciplinary team. 
Whilst the Davies et al. (2011) systematic review of 10 studies did not yield conclusive positive 
findings, the Stokes et al. (2015) review concluded that case management will best function 
when embedded in other critical service components.  
The Trivedi et al. (2013) systematic review of 37 RCTs concluded that inter-professional 
working to address the needs of older people with complex needs reduced caregiver burden 
and improved patient’s functional status.  Similarly, the Larsen et al. (2006) systematic review 
of seven RCTs indicate that this approach reduced nursing home and in-patient Length of Stay.    
Finally, the logic of a Multidisciplinary Team (MDT) approach underpins the use of 
Comprehensive Geriatric Assessment (CGA)13. CGA has a very strong evidence base for 
                                               
13 A Comprehensive Geriatric Assessment is defined as a ‘multi-dimensional interdisciplinary 
diagnostic process, focussed on determining a frail older person’s medical, psychological and 
functional capability in order to develop a coordinated and integrated plan for treatment and 
long-term follow up’ 
108 
effectiveness, and has been shown to increase patients’ likelihood that of their being alive and 
in their own homes, after an emergency admission to hospital. This is associated with a 
potential cost reduction compared with general medical care (Ellis et al., 2014).   
 
4.5.1.5  National Enablers of Integrated Care for Older Persons 
A number of enablers need to be addressed to provide support to the delicate ecology if 
integrated care. 
Financial incentives  
Key observers in the area of integrated care have all identified financial incentives as a key 
driver of integration. Whilst it is increasingly recognised that integrated care is not a financial 
silver bullet to fix a ‘broken system’ (Iacobucci, 2017), key observers (Darker, 2014; Nolte and 
Pitchfort, 2014) have identified financial factors as a key category of the integrative process. 
In fact, one factor often cited, as a reason for disappointing findings (for integrated care) is that 
financial barriers thwart efforts to integrate care (Mason et al., 2015). A sample of such 
findings is as follows:   
• Busse (2016) highlights how financial or resource allocation mechanisms influence the 
provision of healthcare, but provide conflicting incentives 
o these militate against high quality outcomes 
o and none provide incentives for care co-ordination.  
• Althaus et al. (2011) for example found that targeting frequent hospital ED users was 
cost-effective because the intervention led to improved clinical and social outcomes at 
a similar cost to usual care.  
• Equally, Tappenden et al. (2012) concluded that while there was a high likelihood of 
cost savings associated with structured home-based care.  
Thus, the choice of payment mechanisms has significant policy and practice implications for 
clinicians and managers seeking to integrate care (Mason et al. 2015). As indicated, the 
fundamental shift in care delivery involved in integrated care calls for many interdependent 
components, generally ‘housed’ in different vertical silos of line responsibility and ownership, 
to progress simultaneously. This necessitates a more dynamic funding process: the more 
traditional funding models, such as global capitation, rewards providers for spending less but 
not improving outcomes or value; the payment approach best aligned with value, according to 
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Porter and Lee (2013) is a bundled payment that covers the full care cycle for a defined patient 
population. That represents a sort of ideal state to be sought after in designing a payment 
process. 
Workforce 
The shift from acute episodic care to longitudinal planning and coordination requires an age-
attuning of the workforce to provide high quality person-centred care for older people in the 
right location, integrated across primary and secondary services (HSE, 2015h). This requires a 
need to build capacity to refocus the workforce based on evidence-based models of care that 
anticipate future needs.  
As well as supporting individuals and teams to adopt new ways of working  and practice 
changes in line with evidence, roles will need to be embedded in a community based 
multidisciplinary team will operate across the continuum of care (DoH UK, 2007).  
Guidance was found in established models such as the Capable Practitioner framework, of the 
Sainsbury Centre for Mental Health (SCMH 2001), are founded on ten essential shared 
capabilities which allow the development of a skill set across a range of care setting for 
practitioners, irrespective if their core client group. This sets out the level of competency 
expected of them, and how the organisation will help them achieve this. Individual capabilities 
and competencies are developed and supported to ensure an effective, balanced team approach 
with skill blending, balanced caseloads and individual responsibilities. In order to address this 
there is a need to consider issues such as knowledge, skill, functions, accountability and 
authority.  
In pragmatic terms, key workforce planning includes the recruitment of doctors, nurses, social 
care and allied health professionals who have undertaken specialist-training programmes where 
working with older people is a core part of education and training. Against this backdrop, the 
National Clinical Programme for Older People (NCP OP) produced a Workforce Planning 
document for Physicians in Geriatric Medicine (NCP OP, 2013), and a proposal for the 
development of a Strategy for Gerontological Nursing in Ireland (NCP OP, 2015a). Of 
particular relevance is the HSE People Strategy 2015-2018 (HSE, 2015d) which draws from a 
growing evidence base that collective leadership and staff engagement in a culture of learning 
delivers safer, better healthcare.  
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Information and communication technology 
Integrating care for older persons relies heavily on important technology based components of 
integration (Lattanzio et al., 2014; Lindberg et al., 2013). These include common electronic 
healthcare records (e-HR), tools for predictive risk assessment and case finding, decision-
support systems, inter-professional and inter-institutional communication (“Doc-2-Doc”), 
long-term-conditions self-management, telemedicine (remote patient management; “Doc-2-
Patient”) ,and Health-and-Well-being applications (Busse 2016).  
In Ireland, technology has been stated to be a critical element of delivering integrated care 
within healthcare reform, in particular as part of the transformation of healthcare in meeting 
the challenge of delivering sustainable high quality care for the entire population. The e-Health 
Strategy (HSE, 2016a) recognises that information and knowledge is a core asset of our health 
systems in order to provide high quality, comprehensive information in a timely manner. More 
critically, the ability to record and share key information on patients’ and service users’ 
interaction across organisations and care settings is a key component of integrated care.  
The development of an e-health strategy seeks to recognise that the current system of health 
and social care delivery in Ireland is unsustainable without significant reform, in particular in 
information technology. Under this strategy, a national e-HR would consist of core operational 
solutions (with functions such as e-Prescribing and Case Management), along with the ability 
to aggregate data from these systems into a comprehensive national record. The present work 
provides interesting insight into what might be specifically valuable to the practice of integrated 
care, technically possible, and economically sustainable and realistic (this is developed in the 
mobilisation discourse). 
4.5.1.6. Measurement and evaluation 
The complexity of evaluating integrated care and understanding what to evaluate in an 
Integrated Care Programme is a key issue (Goodwin, 2013a; Nolte, 2015a).  
This depends on: 
• the timeframe 
• the needs of patients 
• the opportunity for improvement  
• and the ability to measure the impact, notwithstanding challenges in attribution.  
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In order to measure the desired outcomes, there is a need to ensure that individuals within the 
target population are accurately identified, and the target population must be ‘enrolled’ for a 
meaningful duration of time.  
As always, attribution of impact to an intervention is problematic as the interventions deployed 
must be clearly identifiable, in order to establish that they have in fact modified outcomes. For 
example, Gullery and Hamilton (2015) report on the impact of integrated service redesign 
helped to reduce acute admissions, long-term care and increased number of people living in 
their own homes, but in applying this in Ireland, without working data collection systems, how 
is this to be measured routinely to see how it is going, how can it be shown what and how much 
‘good’ is being realised in practice? (the subject of Objective 4, treated later) 
There are some key points to consider in any evaluation: 
• base line data 
• comparison group 
• user and professional perspective 
• and analysis of cost and service utilisation.  
A number of useful resources are, in principle, available to address this (Minkman, 2012; The 
Health Foundation/Dixon-Woods et al., 2012; Ovretveit, 2011a ; Raleigh et al., 2014, and the 
European Patients Forum/ Chassany et al., 2014)).  
Therefore, when introducing models of integrated care it is important to measure appropriate 
metrics on the current existing service (baseline data), and on the new integrated model of care 
(the difference between alternatives new and old). Doing this will allow for direct comparisons 
and evaluation, highlighting any benefits (or otherwise) arising from the new or revised care 
model, i.e. ’what good looks like’.  
 
International comparators suggest that there is a lag time, which can be significant as systems 
develop and bed-down (Hendry et al., 2016). This is evident in the annual-level underlying 
variation in performance of ED arrivals and admissions as inpatients, shown in Chapter One. 
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4.5.2  A Reflection on rationale relating to Socio-Technical Theory   
The development and adoption of a framework as a means of implementation draws on a rich 
range of contemporary and historic interdisciplinary insights. Whilst not made explicit by 
Greenhalgh et al (2004), these reflect the mechanism in play underpinning the dynamics 
outlined in Figure 5.  
These insights are derived from sociological factors, social psychology, and technical supports 
underpinning the spread of innovation in health systems. These include positive psychology, 
(Seligman, 1999), organisational development (Cooperider and Srivastava, 1987), social 
cognitive theory (Wallston and Wallston, 1978; Bandura, 1977), solution focused approaches 
(De Shazer and Kim-Berg, 1997, 2008), motivational theory (Halpern, 2015, and Mochon et 
al., 2012), and social-technical theory (Trist and Bamforth, 1951). In addition to the literature 
reviews on implementing change, and the rapid review on evidence-based interventions, the 
following supplementary constructs underpin the framework.  
4.5.2.1  Positive Psychology 
The Seligman and Csikszentmihalyi (1999) exploration of positive subjective experiences 
(what made people happy and gave them a sense of purpose), and constructive cognitions 
(optimism, resilience), facilitated the emergence of positive psychology. Its concern was to 
understand what gave purpose and meaning to peoples’ lives. Csikszentmihalyi (1996) 
developed the concept of ‘flow’, demonstrating that when engaged in a pursuit that one enjoyed 
and was passionate about, led to greater mastery.  
This reflected research on the concept of ‘locus of control’ (Rotter 1966) within social learning 
theory which explored how people developed a feeling of personal agency that led feeling able 
to positively influence events. Contemporary behavioural psychologists such as Mochon et al. 
(2012) expanded on this in looking at the dynamics of motivation, and consequently challenged 
conventional constructs around reward. This in turn provided insights into what provides 
meaningful and sustainable motivation.  
Heyman and Ariely (2004) specifically demonstrated the corrosive effects of having one’s 
work ignored and the limited ability of financial incentives to motivate whilst highlighting the 
need to allow people an opportunity to feel as if they contributed to something worthwhile. 
Norton et al (2012) dubbed this the ’IKEA’ effect and demonstrated that participants who 
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contribute to creating something not only feel more competent, but the greater the personal 
effort invested in creating something, the more value that object may hold for the person. 
4.5.2.2  Appreciative Inquiry 
The 4-D Cycle (discovery, dream, design, and destiny) of Cooperrider (2000), Danielle and 
Cooperrider (2013), and Cooperrider (2007), is also of relevance. In keeping with a focus on 
strengths, his appreciative inquiry approach represents a paradigm shift from Taylorist ideas of 
scientific management (Taylor, 1911) on organisational change. This moves away from the 
employee simply being a resource to be exploited but recognises their emotional investment in 
their work. Taking an assets based approach, Cooperrider and Whitney (2016) sought to 
uncover: 
• what is already valued and working well within the organisation (discovery)  
• what the desired future might look like and how it will positively influence (dream) 
• This is followed by a co-constructed design phase  
• that is then sustained (destiny) 
The philosophical stance adopted by Cooperrider and Srivastva (1987) was that 
problematizing issues within organisations and applying ‘machine-based’ analogies to 
diagnosing and fixing the problem was inaccurate: this in their view fundamentally 
misunderstood the nature of organisations as complex, living organisms.  
This in turn reflects the work of de Shazer and Insoo Kim-Berg (1997, 2008), whose systemic 
theories of change, applied within the context of addressing psychological challenges, focused 
on amplifying strengths rather than fixing deficits.  
Finally, this echoes the positive deviance movement work on addressing complex social 
challenges (Pascale et al., 2010 p9.) whereby focusing on successful exceptions who, despite 
having access to the same resources (or constraints), manage to succeed ‘against the odds’.    
4.5.2.3  Nudge Theory 
More contemporary applications are emerging in the area of behavioural economics that 
influence changes-in-behaviour at scale (Airely 2012, Halpern 2015). The application of 
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behavioural insights, founded on the ‘Nudge Theory’ by Thaler and Sunstein (2008), in the 
policy arena has thrust it into the mainstream in solving a range of ‘wicked’ problems14.  
Behind the policy utility is a recognition that centrally defined regulations and enforcement has 
limited scope to bring about change. The approach adopted by the Behavioural Insights Team 
(BIT) at the UK Cabinet Office encapsulates a number of behavioural psychology ‘nudges’ 
that impact on people’s choices.  
o This includes by whom and how the message is communicated, as well as using 
transparent and easily understood data in place of regulation.  
o In addition, presenting a course of action as socially sanctioned amongst one’s peers is 
more likely to positively influence behaviour.   
In essence, the BIT approach seeks commitment rather than compliance when addressing 
complex problems.  
4.5.2.4  Social Cognitive and Technical Theory 
Finally, a framework approach reflects a social-cognitive approach offered by Bandura (2000 
a, b). Whilst Banduras’ theory of self-efficacy was originally applied at individual health 
behaviour level, subsequent application (Dixon-Woods et al., 2012; Bandura, 2001; Bandura, 
1977) focused on a socio-cultural context.  
According to social cognitive theory, behavioural change is made possible by a personal sense 
of control. Festingers’ (1957) theory of cognitive dissonance also has relevance as it seeks to 
addressed the gap between ones professional beliefs (what one ought to do) versus their reality 
(what they are constrained by), and has gained a wider application, in analysing health system 
failures (Rydon-Grange 2015). The opportunity to narrow the cognitive gap in improving both 
patient outcomes and staff well-being is an important component behind this approach: in 
drawing on social cognitive theory, agents with self-efficacy act on opportunities when 
                                               
14 “wicked problems” is a term used to describe problems that typically do not easily lend 
themselves to mechanistic solutions such as reducing energy consumption, increasing tax 
compliance, uptake of pension plans, reducing teenage alcohol misuse, increasing donor card 
uptake, and reducing unemployment. 
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presented; if people believe that they can take action to solve a problem, they are more inclined 
to do so, and feel more committed to the decision.  
This has some origins in post-war Britain, whereby Trist and Bamforth (1951) began to 
formulate ‘socio-technical’ theories that explained differences in social performance. The Trist 
and Bamforth (1951) observations on ‘performing’ and ‘non-performing’ coalmines revealed 
interesting differences between the social systems in operation. In essence, the workers in the 
highly productive, innovative mines operated more as self-managing groups; when new 
technology was required, their leaders turned to them for advice on how to implement new 
methods rather than following the technical advice of industrial engineers, who had literally 
‘never worked at the coal face’. They demonstrated that the social system and the technical 
system of an organization operated in an interdependent fashion. Trist and Bamforth (1951) 
deduced that the social systems in the more productive mines also protected them from dangers, 
especially of working underground. In contrast, workers in low-performing mines felt alienated 
from their work, trapped in a system they could not influence, and were constantly exposed to 
risks over which they had no control.  
In these regards, the framework approach not only builds commitment and ownership, it 
simultaneously accommodates, amongst others, these three things: 
o regulatory components (such as evidence-based care pathways developed by clinical 
programmes),  
o normative influence (such as shared best-practice across innovative networks),  
o and a cultural-cognitive aspect endorsing positive outcomes (in particular, ‘what good 
care ought to look like’).  
This is in keeping with the experiences described by Ling et al. (2012) that recognise the impact 
of professional social networks, and build incrementally through small-scale local successes, 
which collectively deliver the ‘right’ outcomes at a system level.  
4.6 Conclusions 
A health and social care system is a complex context for implementing systemic change, and 
so presented a significant challenge to the development of an effective change strategy. In 
particular, there was found in the literature a growing recognition that ‘traditional’ linear 
reductionist theory underlying a command-and-control model of change was not adequate. This 
is especially relevant dependent on the collaboration of high autonomy professionals, whose 
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ability to accept or reject the proposed change is strong. It was considered essential to view 
change as happening in a large complex adaptive system, thus this framework is designed to 
accommodate the non-linear context of large complex adaptive systems. 
In particular, despite being widely-recognised internationally as a strong policy response for 
entire health systems in their pursuit of becoming sustainable and fit for purpose, integrated 
care as a construct was seen as equally problematic, and the framework has been designed to 
address these areas:  
• Integrated care has tended to take on many forms, with multiple definitions and 
competing perspectives (the polymorphous characteristic). The framework provides a 
basis for developing common understanding of what needs to be done.  
• That problem has consequently resulted in the implementation of integrated care being 
confined to localised, regional examples rather than becoming systemic across national 
health and social care systems. The framework is designed to be applied across an entire 
Irish health and social care system. It is arranged around a two-level client system 
infrastructure – core local, national. 15  
• The implementation of integrated care for older persons has not been specifically 
defined outside of the generalities of managing complex, longitudinal, chronic 
conditions. The framework has a broad purview where different elements of content 
identified as key are included.  
• A growing body of evidence pointed to discrete interventions that do have a positive 
impact on outcomes for older persons (see Appendix 2). Many of these most promising 
and evidence-based have been leveraged. These beneficial interventions were generally 
clustered around multidisciplinary teamwork and adopting a case management 
approach that operate within bespoke pathways. These approaches have been 
included16.  
                                               
15 A scale-up should consider a wider level, the ‘older persons health and social care ecology’ 
(see Discussion)  
16 This point is addressed in a suggested post-project refinement of the framework and the 
implementation methodology (see Discussion)  
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• Integrated care can fail because of perceived lack of relevance. The provision of this 
framework allows for structural and normative legitimacy due to its evidence base, 
which is crucial to conferring increased agency on local leaders. 
In relation to the adoption of a framework approach: 
• The logic that underpins a framework approach therefore draws not only on ‘clinical’ 
evidence but also on evidence from a wide range of social and psychological disciplines 
and applies them to whole system improvement in healthcare.  
• The adoption of a framework recognises the need to address key systemic (i.e. national) 
enablers that support and inform delivery.  
• It equally recognises critical hidden cultural dimensions (Bate, 2004; Buchanan, 2003) 
and the role of institutional healthcare entrepreneurs for example (Breton et al.  2014; 
Locket, 2012).    
The framework approach is proposed a means of bridging the concept-practice gap at the point 
of implementation. It recognises the lived reality of implementing change in the workplace, 
especially when compared with alternative investments in well-articulated competing 
operational imperatives. 
The framework is designed to be useful to ensure fidelity to core requirements, to be 
meaningful to all participants, and thus to mitigate against risks of unintended deviation 
inherent in polymorphism. From a user perspective, the design elements are a conceptual 
representation of the key ingredients for integrated care, a clarity that allows everyone involved 
to have single line of sight of what the integration journey involves.  
The novelty of the 10 Step Framework is that it combines in one iconic frame, one ‘device’, 
strong evidence of what works in terms of the ‘how”, the ‘what’, and ‘what good looks like’ 
from a clinical perspective, along with the characteristics of successful implementation from 












CHAPTER 5.  PRE-MOBILISATION   
‘Integrated care is an art form, founded on a colourful palette of values and 
perceptions, arising from several political, organisational, professional and clinical 
fields’. Valentijn et al (2013). 
5.1 Introduction 
This chapter (Pre-mobilisation planning) and the following chapter (Mobilisation) comprise 
the Action Research Phase 3 Action Taking. 
It introduces the context, baseline situation and the approach undertaken by the author in 
addressing ICP OP programme enablers such as workforce, measurement and opportunities for 
utilising information and communication technology (ICT). This chapter details the core 
elements of ICP OP and the associated rationale. Key programme design components are 
described based on the proposed 10 Step Framework developed earlier.  
A number of strategic reports published between 2013 and 2015 highlighted the need to shift 
the balance of health and social care for older persons with complex care needs away from 
acute hospital as a primary service response to care in the community. These included the 
Healthy Ireland Implementation Plan (DoH 2013a) and the HSE (2015b) Corporate Plan (2015 
– 2017). This recognised that any gain in efficiency in acute care was not sufficient and 
proposed: 
“Although strategies to increase efficiency of reducing acute hospital beds, reducing length of 
stay, increasing day case and ambulatory care are all recognised components of managing 
health needs in this group, essentially a shift in the model of care to the community is necessary 
to deliver a healthier Ireland with a high quality service valued by all”.  
(HSE Corporate Plan 2015-2017: HSE, 2015b).  
In terms of structural reform necessary, the Community Healthcare Organisation Report (HSE, 
2014a) found: 
“People today experience many parts of the service as being very good. However, they 
experience difficulties in ‘navigating the system’ due to both complexity and scale of present 
arrangements. What must be improved is how these parts fit together so that the services are 
integrated and people can move smoothly through the system. Staff must be organised in a way 
that enables joined up team work, responsive to the assessed needs of the local people.” 
(Community Healthcare Organisation, Report and recommendation of the Integrated Service 
Area Review Group, (HSE, 2014a. p.2)) 
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This formed the context for the initiation of an Integrated Care Programme for Older People 
(ICP OP) with the Clinical Strategy and Programmes Division (CSPD) and the Social Care 
Division acting as joint sponsors of ICP OP.  
The authority for the ICP OP programme came from three key sources: 
1. Department of Health: Government policy, specifically Future Health 2012-15 (DoH, 
2012) recognised integration as the cornerstone of health and social care delivery for 
older people across the continuum of care. The Programme for Government 
(Government of Ireland, 2105) recognised the impact of demographic change within 
Working to make our older years better policy (p.84), outlined an integrated policy 
framework that sought to address the social determinants of health through investment 
in transport, housing, finance (pension), reducing isolation, seven day services such as 
increased home help and harnessing technology.  
2. Health Services Executive Leadership Team: Provided the necessary cross-
divisional HSE support that enabled an ICP OP to be designed and tested. This 
facilitated the creation of governance structures that would allow key systems enablers 
(such as workforce development, financial support and ICT) to support ICP OP in 
deploying the programme. The programme was identified as a part of the Programme 
for Health Service Improvement (PHSI) thus affording practical programme support.      
3. Jointly, Clinical Strategy and Programme Division (CSPD) and Social Care 
Division (SCD). The CSPD and Social Care Division worked in partnership to sponsor 
the design and implementation. Both Divisions were co-chairs of the ICP OP National 
Steering Group. The SCD co-chair had national responsibility for older persons care at 
operational and strategic level. The CSPD co-chair was the national clinical lead on 
older persons. This helped facilitate clinical, strategic and operational deployment.  
The primary ICP OP function therefore was to design and test an alternate ‘model’ of integrated 
care within pioneer sites. In addition, there was a need to ensure that insights into implementing 
were generated when introducing a new integrated model of care.  
This required clarity of purpose (clear programme objectives), a programme plan and a clear 
timeline for the stage of the programme. The programme was set out to be the first phase within 
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an overall national and embed establishment of integrated care (Figure 24, already referred to 
in Chapter One, repeated here for clarity). 
 
Figure 24.  ICP OP programme stages (adopted from Hendry 2015; repeated here from 
Chap. 1). 
5.2 Baseline Data (2014-15) 
NCP OP (see chapter 1) undertook a national audit of the Acute Care Model for Older Persons 
in 2011 in order to establish the status of the model within acute hospital sites (n=34). The 
audit sought to determine the status of dedicated older person pathways and specialist staff 
resources (Shelley 2011). A repeat survey (Shelley 2015), focused on availability of specialist 
staff (teams) and services such as day hospitals and ambulatory care within the same acute 
hospitals (n=32). The results, (Figure 25) show a small increase in Consultant Geriatrician and 
Senior House Officer (SHO) but a decrease in other specialist staff.  
The overall number of dedicated older person staff (no=356.5) had decreased between 2011 
and 2014. Only 32 of the 80 Consultant Geriatricians were dedicated to medicine of the elderly, 
reflecting a shift into sub-specialties (stroke, acute medicine) and the dual commitments held 
in smaller hospitals. The data on services dedicated to older person also indicated diminishing 
age attuned services, (Figure 26). Whilst, there was a small increase (n=2) in in-patient 
specialist wards and on site rehab facilities but a reduction in off-site facilities. 
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Figure 25.  Dedicated older person staffing 17 (2011 v 2104) 
 
Figure 26.  Numbers of dedicated older person pathways and teams:  2011 v 2014  
The Integrated Care Programme Older People (ICP OP) was established in September 2016. 
The programme was tasked with designing and testing an integrated, person centred model of 
care for older persons across care settings. Whilst this was not defined, some preliminary work 
had been done on a generic literature review on integrated care by the Clinical Strategy and 
Programmes Division (HSE, 2015g). This addressed a broad range of population cohorts such 
                                               
17 Staff types listed:  Consultant Geriatrician, Specialist Registrar, Registrar, Senior House Officer, Clinical Nurse Specialist, 
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as women and children, chronic disease and older people (HSE, 2015g). Its findings supported 
the value of integrated care as a construct, identified barriers and enablers but did not describe 
the how it might be implemented in practice. In particular, it did not describe how integrated 
care should be constructed in an Irish context.  
In addressing this challenge, €1.7 million was allocated to establish the programme. An 
investment was made in community-based multidisciplinary teams within pioneer sites. in 
addition, based on the authors experiences in previous roles and exposure to national clinical 
programmes in a managerial context, a heavy emphasis was placed on supporting 
implementation. This specifically involved addressing the challenge of implementing 
‘idealised’ models of care that were unsympathetic to a local context and harnessing the latent 
capability of local managerial and clinical leaders.    
5.3 Development of Programme Initiation Document and Consultation 
Process 
In initiating the programme, it was recognised that a significant shift was required in the 
planning, design, and delivery of services.  
5.3.1 Programme Initiation Document 
The author was appointed as National Programme Manager (full-time) together with a National 
Clinical Lead (part time) with an initial brief to develop a Programme Initiation Document 
(PID). The function of the PID was to agree programme objectives and secure HSE leadership 
sponsorship across all HSE Divisions.  
A fundamental principle described within the PID sought to build on existing Irish examples 
of good practice. This required the input of all HSE Delivery Divisions and necessitated 
consulting with all senior clinical and managerial leaders at divisional level. ICP OP required 
cross divisional support in order to have a mandate for design and testing implementation at 
the project initiation stage.   
5.3.2  Consultation Process  
A consultation process to secure project authority was undertaken with the HSE National 
Directors with operational responsibility for service delivery as well as National Clinical 
Advisory Group Leads with responsibility for clinical leadership. A full breakdown of this 
initial consultation, i.e. a Divisional workshop, is available in Appendix 5.   
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The following guidance emerged from this process:  
Design principles  
• A balance between targeting ‘at risk’ groups and taking a population health focus. In 
that context an open referral system with a single point of access was advocated.  
• Likewise enabling ‘control of care’ to be facilitated at individual level was 
recommended and so engaging older persons as soon as possible people in design 
was emphasised.  
• Integrating planned or existing service developments and technology were 
highlighted in the design. 
Structures 
• Governance that created integrated care partnership board(or equivalents) as a local 
governance and development model was advocated.  
• The importance of utilising current roles differently and recognising traditional 
strength such as PHN role also raised.  
• The programme was asked to consider how skill set and readiness for role can be 
factored into implementation, in particular in the case of the case manager’s role, 
which was to be viewed/act as enabler of service delivery and not as direct provider 
of care. 
Enablers  
• Data protection issues was raised in the context of open referral system and to be 
addressed at the outset.  
• The importance of a National and Local Directory of resources and well as harnessing 
a Single Assessment Tool was highlighted as critical. 
Change methodology  
• Incentives for local level will need to be structured supported by a suite of guidance 
around implementation.  
• In addition, creating a network for cross fertilisation was emphasised.  
• Evaluation to address sustainability was seen as a key component.  
• The issue of changing at scale and pace was highlighted as opposed to a test of 
change model.  
• Any change method adopted should be viewed as having replicability on a large-
scale basis (i.e. able to roll out in a small pioneer site, but can roll out on a National 
Scale when eventually required).  
127 
Risks  
• The maturity of CHO and decision making in the CHO structure to support project 
was highlighted.  
• Understanding what is to be measured is seen as crucial to replicability to ensure 
what is carried out and implemented are ‘practical solutions’. 
The outputs from the consultation process reflected the WHO (2106a) principles (Figure 27) 




Figure 27.  ICP OP design principles founded on WHO  framework (2016a) 
Once sponsorship was in place, a driver diagram (Figure 28) was developed and signed off by 
HSE leadership, which described the programme deliverables.  
In addition, a stage gate project overview was developed to describe the ICP OP programme 
life cycle (see Appendix 7).  
5.4  Programme Structure and Stages, Driver Diagram 
Based on the 10-step framework, the specific inputs and outputs to be delivered by the 
programme needed elaboration in an over-arching schematic. These specifics included the 
Creating an enabling environment
Coordinating services
Reorienting the model of care
Strengthening governance and accountability
Empowering and engaging people
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high-level issues, priority areas, key stakeholder and the outcomes and impact. The deliverables 
required of the ICP OP were proposed and agreed at a leadership level.  
This resulted in a Driver diagram which was used as ‘programmatic shorthand’ for describing 
programme activities and important areas of focus. These included 
• The co-operation and engagement of local leaders 
• The alignment of service initiatives to incrementally build an end to end older persons 
pathway 
• Funding that is available over 3 years, and 
• An acceptance that ICP OP was not a ‘fix’ for system problems in the short term.  
Once the aims and stages of ICP OP were agreed, this allowed the programme to propose the 
following objectives within the Programme Initiation Document (PID):  
• Older persons with long-term complex care needs will have a single point of contact 
(case manager). 
• A case manager will help older people to access services when needed. 
• A multidisciplinary, community approach will be taken that provides a one-stop shop 
for care coordination. 
• There will be clearly defined pathways allowing more patients to stay at home or get 
back home more speedily. 
• In a future model of care, there will be a shift away from institutional care/long term 
care where possible. 
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Figure 28.  ICP OP programme plan linking situation to expected impact: the ‘Driver diagram’ 
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This approach satisfied requirements for mobilising actors in the right direction: 
• In building on the programme deliverables, the 10 Step ICP OP Framework (developed 
in an earlier chapter) described the fundamental principles of design required to 
develop integrated care for older persons rather than a prescribed, ideal ‘model’ (i.e. as 
per Goodwin 2015a).  
• It is in keeping with the international experience of systemic change (Greenhalgh et al., 
2004; Dixon-Woods et al., 2014).  
• It sought to build incrementally through small-scale initiatives that collectively deliver 
improved health and social care outcomes for older people. This allows for a phased 
implementation once the initial test of change is evaluated.  
• It offered an operationally useful means by which critical design and enabling elements 
can be deployed by local leaders who are neither experts in integration design or 
implementation and for whom developing integrated care was an ‘add on’ to their day 
job. 
• In other words, it sought to help all participants to move from the ‘what’ to the ‘how’ 
and build integration from the bottom up, whilst enabling integration from the top 
down. 
A more detailed elaboration of how the elements of the 10-step framework were addressed is 
now provided, expanding on the explanation in the previous developmental chapter. 
5.4.1  Establishing Programmatic Governance 
Establishing a governance structure was determined by the author to be a critical first stage of 
programme planning and initiation. The author drew on previous experience of having authored 
guidance on systemic improvement (SDU 2013, 2014b) as well as working operationally with 
acute hospitals on implementation of improvement initiatives to address patient flow. This 
typically started with the need for clinical and managerial leaders to form a governance 
structure that not only addressed internal care processes and included community partner. 
Where this functioned well, experience suggested that performance improved (Harnett and 
Reddy 2014).  
In addition, classic change literature (Kotter 1995) and contemporary improvement literature 
(Ovretveit 2011b; West 2014, Kvist et al., 2013; Latham 2014) reinforced the need for the 
involvement of senior clinical and managerial decision makers.  
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The logic and functions provided by a national governance structure were mirrored in the 
design of the local governance structures. The ICP OP Programme Manager, informed by the 
literature (Jupp, 2015; Nicholson et al., 2013), developed terms of reference.  
A systematic review (Nicholson et al., 2013) of governance structures to facilitate integrated 
care identified 10 key functions undertaken by a governance structure this included joint 
planning, taking a population focus, supporting innovation, addressing shared clinical 
priorities, patient/community engagement, pooling resources and developing joint 
measurement approaches.  
National Steering Group 
To apply these constructs, a National Steering Group (see Appendix 6) was established with 
membership representing the national HSE Operational Divisions, Community Healthcare 
Organisations, and Acute Hospitals, the Department of Health, Service Users, Clinical 
Programme and key system enablers such as Human Resources, Finance and ICT.  
This group agreed a terms of reference, met quarterly and provided programme oversight. The 
National Steering Group also provided strategic alignment where initiatives within the overall 
system could be co-joined with ICP OP, for example the development of a national electronic 
Health Record (eHR).  
National Working Group 
The National Working Group (NWG) of the ICP OP programme incorporated NCP OP and 
provided organisational governance (Appendix 6). This was against the background that 
implementation of the primary guidance developed by NCP OP, Acute Model of Care, (NCP 
OP 2012) had been very limited, and to operationalise a mandate for implementation that the 
NCP OP did not have. The NWG, comprised members of the Integrated Care Programme Team 
(ICP OP) and the National Clinical Programme Older People (NCP OP).  
The NWG met on a monthly basis. This functioned as a national operational interface between 
strategy and operational delivery of the work of both the NCP OP and the ICP OP. This group 
addressed discrete aspects of implementation, informed measurement and linked with 
emerging strategic initiatives (such as the development of Advance Nurse Practitioners, (DoH, 
2017).  
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This provided programmatic governance as well as a focal point for engaging on older person 
initiatives such as the National Falls Programme and the National Dementia Strategy.   
Service Improvement Leads and Programme Manager roles 
In order to support the local governance structure and facilitate national enablers two Service 
Improvement Leads and a Project Manager were recruited to work with the ICP OP Programme 
Manager and Clinical Lead.  
The Service Improvement Leads (SIL) were senior personnel who acted as a key interface 
between the national programme and local implementation. They supported approx 6-7 pioneer 
sites practically (hardware. resources, guidance) and psychologically (network links, 
motivation). They also led workstreams on enablers (user input, data) as well as supporting the 
programme leads. 
5.4.2  Initiating Multi-Disciplinary Teams (MDTs) 
ICP OP proposed the establishment of multi-disciplinary teams (MDTs) across a number of 
pioneer sites to work with primary, acute and community agencies develop bespoke care 
pathways and co-ordinate the care needs of more complex older people in the relevant network. 
The introduction of MDTs comprised typically of six disciplines (Table 4) providing secondary 
care in the community is a key pillar of the ICP OP.  
It was recommended by ICP OP that 1-2 Health and Social Care Networks of 50,000 (adult) 
population be chosen in which to test the capacity of the MDT. This would typically contain a 
population of approximately 5,000 people (65+yrs) of whom 10-11% (O’Caoimh, 2015) would 
be living with frailty. At 10% for illustration, this in turn would translate into a target population 
of approx. 500 on a caseload at any one time.  
To initiate this process, thirty-five whole time equivalent (35wte) clinical and administrative 
staff was funded to populate six teams. These teams were located in different settings and each 
were addressing a component of an overall older person pathway.  
The evaluation of the size and composition of the MDT caseload would help to determine the 
size and composition of the MDT required providing a full range of integrated care to a 
Community Healthcare Organisation (CHO) as part of a scaling up exercise once the 
programme had reached a sufficient level of maturity. Population profile, existing resources 
and other capacity such as Community Hospitals in turn determined this.  
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Any gaps in resource can only be determined at a local level once a more comprehensive 
mapping exercise is undertaken as per the 10 Step Framework. 
 






1 Geriatrician consultant 201,075 30,161  231,236 
1 Case Manager  62,243 9,336 71,579 
1 Case manager 62,243 9,336 71,579 
1 Senior Physiotherapist.. 61,045 9,157 70,202 
1 Senior Occupational Therapist (OT) 67,768  10,165  77,933  
1 Grade 4 Admin 36,459  5,469  41,927  
   Total MDT Cost  €490,832 €73,625 € 564,457  
Table 4.  Typical membership and annual cost of a Multi-Disciplinary Team (MDT) 
5.4.3  Developing Bespoke Pathways 
There is compelling evidence that bespoke care pathways improve outcomes for older persons 
(Andela et al, 2010; Ellis et al, 2011; Ellis et al, 2011 a, b, 2014; Heaney et al, 2002; and 
Turner and Clegg 2014). There was strong evidence that older persons do better, when they 
can access services that are age attuned (NCP OP 2012).  
The Larsen et al. (2006) study on early supported discharge for stroke demonstrated earlier 
discharge and a reduction in admission to long-term care. Likewise, Silvester et al. (2014) 
demonstrated that frailty pathways improve bottlenecks and reduce mortality at little additional 
cost.  
Despite the fact that the need to develop acute inpatient pathways was outlined in the NCP OP 
(2012) guidance, implementation was sporadic:  
• NCP OP did not have access to funding, and  
• the function of the NCP OP was primarily to provide clinical expertise and act as a 
point of reference.  
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Nonetheless, early informal engagement from pioneer sites indicated that they had elements of 
pathways (falls, memory clinics, nursing home outreach) that could be further developed: .  
• The development of community based Multi-Disciplinary Teams would form the 
catalyst for more strategic pathway development.  
• These teams would not only provide specialist secondary care in the community but 
would also be in the vanguard for changing the model of care locally. 
Thus, elements of the work to be done in the framework are inter-connected. 
5.4.4  Adopting a Case Management Approach 
Whilst there is not a universally recognised definition of case management (Hopper et al., 
2018), it is a well-established service model deployed with complex populations that delivers 
positive outcomes (Hutt et al., 2004; Ziguras and Stuart, 2000; Roland et al., 2012; ICP OP, 
2018a). Despite the lack of consensus on the evidence for its application for older persons, 
there was sufficient evidence that this showed benefit in key areas.  
The Programme for All Inclusive Care of the Elderly (PACE) model had demonstrated the 
potential for frail community dwelling adults to remain at home with short term, integrated 
care coupled with long term monitoring (Eng et al., 1997). Equally, Shepperd et al. (2013) 
review of case management demonstrated how individualised planning improved in-patient 
mortality. Whilst the Goodman et al. (2012) and Davies et al. (2011) systematic reviews 
demonstrated mixed or no improved mortality outcomes, they did show improved patient 
satisfaction with the service. However, other studies (Stewart et al., 2013) not only showed 
improved satisfaction, but improved functional decline, and reduced ED attendance (MacAdam 
et al., 2015; Herbert et al., 2003; Roland et al., 2012), reduced long term care stay (Boult et 
al., 2013), and hospital admission (Keong et al., 2012). These outcomes were consistent 
internationally, and in similar jurisdictions in terms of population, size such as New Zealand 
(Gullery and Hamilton, 2015), and Scotland (Hendry, 2015), where reduced 
institutionalisation, and avoidable hospitalisation allowed older people to live in their own 
homes. 
5.4.5  Adopting a Targeted Approach 
A key challenge involved the need to describe where case management sat within the overall 
population pyramid (Baker et al., 2012; Beard et al., 2016; and Rechel et al., 2103). This 
requires the function and roles of the case mananger to reflect the increasing level of 
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complexity of the target poplulation (approx 500) whereby increasing complexity requires 
increased coordination and management.  
However, there was also a need to ensure complementary approaches between primary and 
secondary care, whereby the role of the primary care teams (who manage the majority of 
community dwelling adults) will link with the MDT (Integrated Care Older Person Teams) in 
order to provide seamless care.  
The pyramid diagram in Figure 29 illustrates this principle of coordination of care in action 
across levels of complexity in patient status and need within a reference health and social care 
network for a population of 50,000.  
5.4.6  Describing New Roles and Functions 
An ‘age-attuned’ workforce is essential to provide high quality, person centred care for older 
people in the right location, integrated across community and acute hospital services. New 
ways of working were required to enable the redesign and reconfiguration of services including 
the recruitment of people into new roles and enhancing roles within the existing workforce. 
With that in mind, ICP OP contributed to a key strategic workforce review being undertaken 
by the Department of Health (Government of Ireland, 2017) in order to influence workforce 
planning.  
The location and focus of these roles is tabulated in Table 5 with a particular focus on 
community based multidisciplinary teams adopting a case management approach. 
Some fundamental workforce challenges to developing an age-attuned workforce include 
ensuring that organisational structures do not militate against an integrated approach to older 
persons across primary care, acute hospitals, social care, and mental health boundaries. Onyett 
and Byrne (2010) highlight significant challenges to workers in MDT situations: 
• Performing service delivery across care boundaries 
• Having dual reporting relationships 
• Decision making (e.g. positive risk taking), and 
• Working in ‘non institutional’ settings provide  
ICP OP developed a suite of job descriptions that incorporated the lessons from systematic 
reviews (Stokes et al., 2015), lessons from similar models (SCMH, 2001) and international 
136 
experience of developing new roles (WHO, 2015b). The initial task included developing case 
managers, nursing home outreach, clinical nurse specialist, community geriatrician and allied 
health professional job descriptions. 
In addition, the author developed a management matrix that sought to clarify the differences 
between professional, clinical and operational governance (Table 6). This matrix was adopted 
from work undertaken by the author previously (Harnett 2009) when developing community 
mental health teams. These teams faced similar challenges in differentiating between reporting 





















Figure 29.  Case management function (Reference: population units typically of size 50,000)  
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AHP with older 
persons training across 
the continuum 
AHP with older 
persons training across 
the continuum 
AHP with older 
persons training across 
the continuum 
AHP with older 
persons training across 
the continuum 
Table 5.  Specialist older-persons roles 
Taken together, the suite of guidance and job descriptions provided raw material that acted as 
a key resource for clinical and managerial leaders in establishing new multidisciplinary teams 
and new roles therein. In addition, the author and ICP OP Clinical Lead re-engaged the National 
Director of Human Resources (HR) and Assistant National Director with responsibility for the 
People Strategy in ensuring that they understood the alignment between the national workforce 
plan and the emergence of these posts. A senior member of the HR Division was nominated to 
the ICP OP Steering Group in order to provide strategic support.      
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Head of  
Discipline 
Developing /refining team referral pathway 2 2 2 
Allocation of workload/cases 1 3  
Audit 1 3 3 
Quality improvement 2 2 2 
Chairing team meetings 2 2  
Team training 1 2 3 
Developing linkages between services 2 2 3 
Recruitment/team expansion 2 2 2 
Team training & development 1 3 3 
Professional supervision    1 
Discipline specific training & development 3  1 
Disciplinary/grievance 3  1 
Operation policy implementation 1   
Key: 1=lead responsibility; 2= co-lead; 3= in consultation with 
Table 6.  Management/accountability matrix for multidisciplinary teams (after Onyett and 
Byrne, 2010) 
5.4.7  Harnessing Technology: particular practitioner requirements 
pertaining to Integrated care for older persons 
Integrated care relies heavily on technology resources. These include common e-HR 
(electronic health records), tools for predictive risk assessment and case finding, decision-
support systems, inter-professional/ institutional communication, long-term conditions self-
management, telemedicine and Health and well-being applications (Busse, 2016).  
In Ireland, the e-Health Strategy recognises (HSE, 2016a) that information and knowledge are 
a core asset of our health systems in order to provide high quality, comprehensive information 
in a timely manner. More critically, the ability to record and share key information on patients’ 
and service users’ interaction across organisations and care settings is a key component of 
integrated care.  
The development of an e-Health Strategy (HSE, 2016a, p24) recognised that the current system 
of health and social care delivery in Ireland is unsustainable without significant ICT reform. 
This set out a vision of what they key issues were, the timeline involved and the estimated costs 
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(€875m) over a 10yr timeframe. It ultimately proposed the initial development of a business 
case addressing core operational solutions (functions such as e-Prescribing and Case 
Management), along with the ability to aggregate data from these systems into a comprehensive 
national record. This record would be accessible via a portal to health and social care 
professionals, patients, service users and carers. 
However, the planned recruitment and operational embedding of multidisciplinary teams 
within the ICP OP had an immediate timescale. Requirements included the need to facilitate 
MDT communication, share information across boundaries, and gather data.  
5.4.7.1  ICT pioneer site workshops 
In order to progress the ICT component of the programme, workshops were undertaken in two 
pioneer sites. These were attended by a mix of clinicians and managers, as well as 
representatives of the Office of the Chief Information Officer (OCIO) (n=45). This perspective 
represented a 3-12 month period, and a thematic analysis of the statements was generated.  
5.4.7.2  ICT workshop output and derived design requirements 
This analysis was captured under key functional aspects of integrated care and explored in 
terms of benefits, application and a rationale for the ICT enabler (see Appendix 8). This 
reflected scheduled (planned and unplanned care), MDT working, assessment, care planning, 
communication (facilitating information sharing and collaboration), case management and 
discharge planning which reflected the key, evidence based components of integrated care. 
This was further summarised into a list of key priorities required by the pioneer sites over a 12-
month period (Table 7). 
5.4.8  Utilising Funding 
Financial perspectives and decisions around resource allocation mechanisms have a profound 
influence on the provision of healthcare (DPER 2016a, King’s Fund 2011, NHS Scotland 2015, 
and University of York 2014).  
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   ICT System Requirements 
 
Specific ICT domains Functionality requirements  
1 Web application Shared planning 
2 Shared PAS between hospital and community One point of entry 
3 Shared access Checklists 
4 Handheld devices Data  
5 Activity reporting Role based access 
6 Resource allocation for home help Auto populate care plan use pre-existing data 
7 Database with basic patient information Summary information 
8 Assistance with care planning Case Management planning 
9 Picture based view of person - social activities, need 
context 
Central assessment - care plans 
10 Telemedicine  
11 Paperless  
Table 7.  Summary of Information and Communications Technology system requirements 
The European Observatory and the Canadian Policy Research Networks have all identified 
financial incentives as a key category of the integrative process. The National Audit Office 
(NAO, 2017b) Report on the UK Better Care Fund (€5.3b) identified that incentives to integrate 
care had not resulted in savings anticipated, nor reduced pressures on acute hospitals. However, 
it does recognise that lengths of stay and institutionalisation of people 65+, as well as enabling 
older persons to stay at home longer has been achieved. In addition, local joint working across 
agencies had improved. Where problems persisted there were issues with key enablers such as 
finance (as well as ICT and workforce issues, as well as governance issues). This report, 
published after ICP OP was initiated, points to the importance of clear objectives especially 
when addressing financial expectations.  
5.5  Programme Measurement and Evaluation 
Evaluating the impact of integrated care for older persons is extremely challenging given the 
complexity of implementation and the difficulty in attribution of impact (Goodwin 2015b, 
AQUA 2016). Evaluation involves the selection of performance indicators that capture the 
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impact of a given programme. Rossi et al (2004) propose that programme evaluation includes 
testing design and impact of a programme and enables identification of changes in the indicator, 
which are attributable to the programme and not other factors. However, international 
comparators suggest that there is a lag time that can be significant as systems develop and bed-
down (NHS Scotland, 2015). Other evaluation challenges include reliability and validity, 
feasibility (collectable), interpretable findings (clear conclusions), actionable (can be 
influenced be the programme/health system) and importance (reflects health challenges: 
burden of disease, costs, priorities of policy makers etc.).  
When selecting appropriate measures, the core aims of the programme, a range of desired 
outcomes, the timeframe and robustness of measures needed to be considered (Goodwin, 2015 
a, b). The importance of relevance, validity, accuracy, meaningfulness and feasibility of data 
collection are important points (Erens et al., 2016). In the absence of underpinning government 
policy, a selection of measures that demonstrate the value of ICP OP were chosen. These 
measures include system impact (utilisation, cost, outcomes, access), programme impact 
(implementation and adherence to 10 step framework), process measures (addressing evidence 
based design elements) as well patient outcomes.  A number of useful resources are available 
to address this problem (Minkman, 2012; Schultz and McDonald, 2014; Raleigh et al., 2014; 
Nolte, 2012; Baker et al., 2012).  The evidence of the impacts of integrated care can be difficult 
to establish but the following factors are typically evaluated, such as improved access to care, 
reducing unplanned admission (readmissions), increasing community health and social care, 
reducing cost, reduced length of hospital stay, improved patient and user experience of care 
and improved professional experience and satisfaction. 
In Ireland, the view held by the Department of Expenditure and Reform (DPER 2016a, p10) is 
that expenditure in health care is likely to have reached the limits of its effectiveness, given the 
increase in life expectancy and any further increase will only yield modest improvements in 
outcomes. DPER (2016b) further suggests that other economies (e.g. Japan) achieves longevity 
with less per capita spend suggesting that there is an opportunity optimise existing Irish 
spending.  
Donabedian faced these challenges over fifty years before this work, and succeeded in 
establishing measurement as a legitimate and necessary activity. To clarify the field, he 
identified three sorts: structural, process and outcome indicators (Donabedian, 2002). ICP OP 
adopted an incremental, Donabedian approach to measurement and evaluation of their 
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interventions. Thus, the primary approach to measurement within the present thesis was 
planned to involve the collection of ‘emergent data associated with three components: 
structural indicators, process indicators, and a bespoke patient database. 
Integrated Care redesign for older people is a complex programme of work involving 
redesigning roles, care processes and care pathways. This is happening in a complex adaptive 
system and so controlling variables is extremely difficult if not impossible. Therefore, the 
ability to accurately measure and attribute impact across a range of different contexts is 
extremely difficult (Wolpert and Rutter, 2018). Hawe et al (2004) recognise that community 
interventions can have 'weak' effects due to the difficulties of replication in different contexts. 
In that regard they indicate that fidelity to core design principles (hard edges) are necessary 
whilst allowing for local adaptation.  
In a complexity-informed context, implementation shifts from fidelity of the intervention to 
adaptation (Braithwaite et al 2018) in order to achieve spread, i.e. dissemination of the concept 
in the first instance. Once achieved, this then requires embedding and scaling (e.g. as per 
Hendry, 2015).  
Despite this contextual challenge, it is essential that some measures were in place to support 
measurement and evaluation. It is also important to distinguish between measurement and 
evaluation. The latter is subjective and summarises in order to draw conclusions whereas the 
former remains constant to the variable measured and more accurate as a basis where standard 
variables are being compared (AQUA, 2016). In the present work, Evaluation includes results 
and discussion to make sense of the results (AR phase 4). 
With this in mind, three forms of measurement were proposed.  
1. Structural: Measures fidelity to 10 Step Framework. This set of metrics reflected 
changes at a tactical level in order to drive integrated services at a local level.  
2. Process: Measures fidelity to ICP OP core service redesign: community based, 
MDT delivered services adopting a case management approach. This set of metrics 
reflected care process changes with MDT and case management implementation.    
3. Outcome: Measures the results of intervention and clients perception of value. This 
would establish value from the patient’s perspective.  
It was anticipated that structural and process metrics would reflect key aspects of programme 
implementation in the design and test phase and that outcome measures, being co-produced 
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with service users, and with some variables taking a little, or even a very considerable amount, 
of time to manifest themselves with any degree of validity: 
5.5.1  Structural measures 
The structural measures developed were based on the 10 Step Integrated Care Framework.  
5.5.1.1  Design requirements  
The design requirement was for a simple visual means to assess progress for local clinical and 
managerial leaders when self-assessing every six months. Local governance groups within the 
pioneer sites validated and returned the progress data to the ICP OP office. The metrics should 
reflect the building blocks of integrated care and be associated with improved outcomes for 
older persons. The 10 Step Framework provided a reference set for defining structural 
indicators associated with each action within the framework.  
5.5.1.2  Development and content 
The ICP OP Structural Indicators were developed by the author and clinical lead, based on the 
10 Step Framework.  
There were 10 primary structural indicators (framework elements) with between 1 and 5 sub-
indicators, totalling 24 associated metrics (see Figure 30). The structural metrics were scored 
in terms of complete (3), underway (2) and not complete (1). The approach was justified based 
on ease of collection and reporting. Progress on Care Pathways was captured, and this is 
discussed further on in this chapter.  
The indicators monitor fidelity of the extent to which the components of the 10 Step Framework 
are being addressed by local steering groups, and thus to track progress made in relation to the 
building blocks of integrated care in local sites (‘House of implementing integrated care’ from 
systematic literature review).  
5.5.1.3  Data Administration and presentation 
This data is returned to ICP OP on an excel spreadsheet by the integrated care team 
administrator having been signed off by the chair of the steering group. Each site returns their 
structural indicators twice per annum (Jan and July).  
Data on structural metrics include data taken from a minimum of 2 cycles of data. This 
represents a minimum of 1-year operational development. This is  presented using Red, Amber, 
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Green (RAG) rating and compares all 13 sites, including the selected sample of three pioneer 
sites A, B and C.   
5.5.1.4  Validity cross-check and feedback incorporation 
Both the content and face validity was tested with members of the National Working Group 
(Older Persons) over a period of 3 months.  
It underwent a subsequent change in response to early feedback from pioneer sites, specifically 
the inclusion of additional care pathways on falls and dementia 
5.5.2  ICP OP Process measures 
The evidence of the impacts of integrated care can be difficult to establish but the following 
factors are typically evaluated: improved access to care, reducing unplanned admission 
(readmissions), increasing community health and social care, reducing cost, reduced length of 
hospital stay, improved patient and user experience of care and improved professional 
experience and satisfaction.  
In mitigation of these problems, and in the absence of underpinning government policy, a 
selection of measures that demonstrate the value of ICP OP were chosen.  Thus, a second 
quantitative data set, a suite of ICP OP process metrics was developed. These measures include 
system impact (utilisation, cost, outcomes, access), programme impact (implementation and 
adherence to 10 step framework), process measures (addressing evidence based design 
elements) as well patient outcomes. 
5.5.2.1 Design requirements 
The purpose of the ICP OP Process Metrics was to focus on key evidence-based interventions 
that deliver improved outcomes, specifically: MDT assessment and intervention, case 
management and bespoke care pathways. The data would include the profile of the patient 
population as well as the nature and location of the work undertaken. The data collected was 
primarily designed to ensure that the right cohort of patients were being targeted (i.e. those 
with the most complex needs), that interventions were taking place in community settings, and 




Figure 30.  ICP OP Structural Metrics 
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5.5.2.2  Literature review for ICP OP metrics suite  
The evidence base on effective intervention on integrating care for older persons (Appendix 2) 
provided the basis for the process metrics. A workshop was held with case managers to test the 
(face) validity of these metrics, and they were subsequently refined by the members of the ICP 
OP national working group. 
5.5.2.3  Development and content  
The suite of process measures was co-produced with the newly recruited case managers from 
pioneer sites based on a facilitated workshop. The measures would be returned to ICP OP 
(monthly) and would include metrics on: 
• Activity (e.g. Referral numbers, source) 
• Caseload composition (e.g. complexity) 
• Interventions (e.g. MDT assessment) 
• Service outcomes (e.g. Discharge destination) 
The process metrics represented the first time a more detailed, community based suite of 
intervention activity with older persons would be captured nationally.  
The metrics contain three primary categories: Referrals, Activities and Results. Within these, 
there are 13 data groups and 66 data elements (later 13 categories with 113 data elements) (see 
Appendix 10). This included data on volume, demographics, referral sources and destinations, 
inputs and outcomes.  
These metrics provided insights into activity in pioneer sites. They provided a measurement of 
integrated care for older people for the first time in Ireland.  
Whilst ‘outcome’ data is referred to in, the data suite collected, this was not inclusive of patient 
rated outcome measures nor patient rated experience measures for example. Instead, this data 
sought to capture the ‘destination’ of the person in terms of remaining at home, being 
hospitalised or admitted to institutional care. This was to be quite in evidence in the comparison 
of sites A, B and C later. 
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5.5.3  Bespoke older persons data dashboard 
The eHealth Strategy (2016a) for Ireland recognised that technology and data are fundamental 
enablers to health and social care reform. There were a number of different sources of data, but 
they stood separately.  
The current arrangements required substantial resources to gather, validate, maintain and 
convert data into a consumable business intelligence format. This reflects the fact data 
collection has built up incrementally and requires revisiting.  
Consequently, there was no single view of current data across a local health system (e.g. CHN) 
whereby it is possible for key stakeholders to get insights into the activity and performance and 
to use this for any operational, strategic and/or clinical improvement, such as that proposed.  
To address this need, the bespoke older persons’ dashboard was designed to, and succeeded 
in, capturing a range and depth of data that was hitherto unavailable in the one place as a 
working dataset for monitoring progress as a current cross- service view of activity.  
5.5.3.1  Design requirements and intentions for the older persons data dashboard 
The requirements were to capture existing older person data within the health system.  
The ambition was to develop a dashboard, that contained four key elements to capture 
integrated care team activity: 
• Acute hospital data (hospital pathway)  
• Community data (Home care and NHSS)    
• Integrated care metrics (integrated care pathway)  
• Population data (Resources)  
This was expected to provide a number of benefits, to: 
• Give a single view of the older person service experience 
• Incentivise evidence-based development of services  
• Support integrated service improvement/redesign 
• Identify the impact of incremental investment 
• Provide a basis for further data refining and development 
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The specific task initially was to review existing data sources to determine how these can 
provide insights into the impact of investment within a network of care (i.e. CHN, Ambulatory 
Hub and Acute Hospital).   
5.5.3.2  Sources of data 
Several sources of system data were available: 
• The eHealth Ireland Open Data Portal, http://data.ehealthireland.ie/, contains 300 
data sets. There are over 100 disease registries in use.  Hospitals and Community 
services collect data on activity and performance. High quality data is available on 
specific events (e.g. Hip Fracture Database).  
• Acute HIPE/ED data was uploaded onto the dashboard on a monthly basis. It was 
accessible to local clinicians and managers who wanted to engage with the data as it 
reflects the hospital component of the patient journey. At present, data is available on 
the acute inpatient care journey.  
• Health Atlas Ireland also contains community data. This is primarily focused on Home 
Care (including Intensive care packages), and Nursing Home Support scheme activity. 
Other community data being collected includes Public Health Nurse returns, and 
community activity/waiting lists. It is proposed that the basic community data on Home 
Care and Nursing Home Support Scheme (NHSS) would be on the dashboard.  
A new suite of care pathway measures was developed in collaboration with key stakeholders 
(see Appendix 10) and it was proposed that these would replace some, and augment others, of 
the current measures to describe the performance of an end to end pathway for the older person 
through the whole patient journey.  
Past data had been collated by the national team using Tableau software but this was not easily 
accessible by sites and its presentation involved an onerous manual process.  
In the interim period, whilst a new collection process was being developed it was proposed that 
the current process measures be populated into a quadrant of the dashboard at the earliest 
opportunity to demonstrate key activities, interventions and referral patterns, and that in time 
the new outcome focussed measures would be included to enhance this data set. 
Significant data analysis was available from Health Atlas Ireland. This included a Resource 
Profiler which gave population data by Regional Health Area, CHO, CHN and small-area. This 
provided population data across a range of social determinants broken down by age and sex. 
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The data available included deprivation indices as well as more discrete data sets on functional 
status sine the 2016 census. All of this data would support risk stratification and case finding. 
This held significant potential if data could be triangulated using Individual Health Identifiers. 
Overall, this data suite offered potential for contextualising data to aid strategic planning.         
5.5.3.3  Need for a single view  
Whilst certain data sets, such as the National Quality Assurance Improvement System 
(NQAIS), focused on clinical standards at a discrete diagnostic level, there was no unified view 
available of existing activity data that would facilitate insights into the impact of investment.  
There was a need for a single view of data that would enable the impact of strategic investment 
to be properly understood. To date, data gathered had been largely driven by system activity 
(‘performance’ ) and the effort of gathering the data was not proportionate to its end usefulness. 
The strategic shift in health and social care towards ‘place based’ integrated care (i.e. CHNs 
with a population focus) at or near home with access to hospital/institution care only where 
necessary, required a more holistic, routine and timely view of data across a hospital and 
community that would reflect the entirety of the patients care journey, a gap in then-current 
provision.  
5.5.3.4  Development process 
In attempting to address the need to have a more bespoke older person suite of data available, 
the author led the design and development of a data dashboard, with a private provider of 
patient information handling software (Open App18). 
It was designed and developed over a 6 month period by the author, clinical lead, team members 
from ICP OP and National Working Group, Older Persons, including six case managers with 
community experience and with input from an expert in public health medicine (Hardiman, 
2016)  
A small group (6-8 people) were tasked with developing the existing ICP OP data dashboard 
(Appendix 11 a, b, c) over 3 months. This group was be made up of personnel with experience 
in commissioning, population health and evaluation of interventions. It had membership from 
                                               
18 See https://www.openapp.ie/  
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the DoH, Strategy, Operations and Clinical Design and Innovation, working with Health 
intelligence, and the Business Intelligence Unit. The group did the following: 
1. Reviewed existing acute data on the ICP OP dashboard  
2. Developed and validated new metrics that reflect the impact of the investment across 
hospital and community.  
3. Validated a suite of integrated metrics that have utility for key stakeholder (e.g. lead 
clinicians, managers of older person services). 
4. Worked with current provider of data support (e.g. Open App) to develop a single form 
of user interface. 
It is noteable that this activity was in resonance with the emerging Slaintecare Implementation 
Plan (2018). 
5.5.3.5  Data acquisition and user presentation interface 
In the first instance data capture from pioneer sites was on excel spreadsheets with the intention 
to capture on a case management platform as the programme matured. Returns were aggregated 
by ICP OP Service Improvement Lead and captured on a bespoke, older person data 
dashboard.  
The data was collected monthly by individual team members on excel spreadsheets, aggregated 
by the team administrator and returned to ICP OP by the seventh of the following month (see 
Figure 31).  
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Figure 31.  ICP OP data return process 
Process measures have been collected by nine of the ICPOP demonstrator sites since July 2017. 
This is a manual collection, collated and submitted by the team administrators monthly. These 
metrics are primarily activity based and do not reflect patient outcomes or impact but it is still 
a useful measurement of what activity and interventions are currently being carried out by the 
teams. 
On the ICP OP dashboard this is captured in 11 subsets of data and reflects Intake, Throughput 
and Egress performance. This is captured at national and local acute hospital levels, and 
representative screen shots are presented in Appendix 11 (11a (Screens overview, 11b Local 
view, 11c National view). It provides year-to-date data and compares current month with the 
same period the previous year. All data definitions were developed and validated before 
publication. It addresses a critical need to know what is happening, and to track impacts on 
services.  
The data used in this thesis (i.e. the data reported in Chapter 7) was extracted from the 
dashboard  
Data on process metrics is presented using the Tableau software package. This takes MS-Excel 
data and converts it into more readable format making trends and comparisons easier. Monthly 
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data is aggregated to show trends and volume of activity over time. Again, a minimum of 
twelve months of data is used with a cut-off point representing the initial phase of design and 
testing. Comparisons were to be made between two pioneer sites where similar functions exist. 
Likewise, comparisons with other sites may be made where this provides insights into 
implementation.    
5.5.3.6  Validation for use 
This data suite was both developed in collaboration with, and tested within, a limited number 
of Community Health Networks (Min 1- Max 3). it provided a single view of the older person’s 
care journey where the components of the older person service model had been funded and 
implemented.  
The face validity of the metrics were reviewed by the National Working Group, issued to 
pioneer sites and tested over a 6 month period in order to determine construct validity and 
usefulness. 
5.6  Engaging service users 
Engaging with the Age Friendly City and County Programmes at a national and local level held 
the potential to operationalise co-production in the development of a holistic Integrated Care 
Model for Older People.  
The Positive Ageing Strategy (DoH, 2013c) recognises that all sectors of society - government, 
businesses, voluntary groups, service providers, and the general public - have a part to play in 
creating an age friendly society. City and County Age Friendly Alliances, involving senior 
decision makers from statutory, commercial and not for profit organisations, are already 
working on co-ordinating the work of all key players at a local level in putting the views, 
interests and needs of older people at their core.  
Healthcare outcomes are not created by healthcare professionals working alone. They are co-
created by patients and communities. An assets based approach to planning and delivering 
health and social care recognises that each individual has access to assets such as knowledge, 
experience, friends, family, communities etc., and these assets can be instrumental in enabling 
people to live well and participate in the management of their own health and wellbeing 
(Mulligan, 2017). Service User Engagement, and the involvement of individuals and 
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communities in the design of services and the development of Integrated Care at a local level 
was committed as a key part of the work of the ICPOP.  
In each of the sites participating in the ICPOP a local steering group was to be established. The 
creation of opportunities for age friendly representatives to participate in the design of services 
and new ways of working would allow co-production to be meaningful. In addressing this the 
Age Friendly City and County Programmes were an important resource in the development of 
a holistic Integrated Care Model for Older People at a local level. They would provide a key 
point of contact in developing specific elements of the model of care such as: 
• Service User Engagement on local steering groups through contact with the Older 
Persons Councils.  
• Mapping the ‘as is’ scenario at a local level of supports that enable older people to live 
well. 
• The development of case studies to demonstrate good practice, and local challenges, 
through the recording of service user stories.   
• The establishment of a local forum for the commencement of a health and wellbeing 
focus on service design and service delivery. 
• The realisation of collective impact through strategic links with the membership of the 
local Age Friendly Alliance.  
5.7  Communicating the Programme Vision 
In the early stages of programme development there was a need to describe what integrated 
care was, who was likely to benefit and what was involved.  
5.7.1  Maintaining what was already being done 
Whilst examples of integrated care for older persons existed elsewhere (Hendry et al., 2016; 
Gullery and Hamilton, 2015), the initial challenges were significant and included a perception 
that people were already doing this work (or a component of it), or that there was an implied 
criticism of existing services.  
Many clinicians had been working on aspects of the 10-Step Framework before the emergence 
of ICP OP. This included bespoke care pathways, new roles (approximating case management) 
and ambulatory or diversionary models.  
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Given the hegemonic nature of clinical practice, the programme was conscious of addressing 
the cultural, philosophical and ‘political’ issues surfaced when communicating what integrated 
care for older people looked like in practice. In that regard, ICP OP sought to gain support 
through social influence. A framework approach allowed accommodation of the work already 
being done, and thus ensured that a shared set of values were supported. 
5.7.2  Animated story: ‘NORA’S STORY’ 
In order to communicate this vision, ICP OP developed an animated story entitled ‘Nora’. This 
described the lived experience of an older person admitted to hospital resulting from a fall. Due 
to a prolonged hospital stay, she was transferred to a nursing home and did not return home.  
The use of animations to illustrate complex ideas is recommended (Mallinson, 2017; 
www.sookio.com) and these are gaining traction as a change method in health and social care 
(Kings Fund 2013). The ‘Nora’ story sought to convey a number of complex issues familiar to 
people in the Irish Health context that posed a risk to older people. This included prolonged 
Emergency Department waits and lack of specialist pathways leading to decompensation19 and 
poorer outcomes. It also sought to describe an alternative to the current model.  
The logic of the animation is reinforced by Kotter (1995) who articulates the ingredients 
necessary in large-scale change. This involves a vision that is intellectually solid, understood 
by the people making the change and has emotional appeal based on timeless values and 
principles. This differentiates a ‘change’ vision from a corporate vision. Of equal significance 
is the use of stories to harness change as stories capture timeless values and have a more 
profound impact when told by patients themselves (Hardy and Sumner, 2014). This seeks to 
mobilise intrinsic motivation that is important to high autonomy professional groups.  
5.7.3  ICP OP Website www.ICP OP.ie  
Finally, a website was developed in collaboration with University of Limerick (UL) MSc in 
marketing, social media and students (UL-KBS, 2018). The website developed by the students,  
www.ICP OP.ie , provided a repository of information, resources to pioneer, and non-pioneer 
sites and to the wider professional and public. 
                                               
19 the deterioration in the functioning of a person who was previously maintaining control over 
their underlying health and social conditions. 
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5.7.4  Cost of Care case studies (CAFU/ICP OP) 
The first involved three case studies to compare the cost of care provided by an integrated care 
team versus care as usual. This was a joint endeavour between the Cost Accounting and 
Funding Unit (CAFU) and ICP OP.  
5.7.4.1  A focus on value as opposed to cost 
Campbell and Mullins (DPER 2016b) suggest that overall growth in the number of older 
persons is of itself not a justification for further investment, and instead suggest that there is a 
compression of morbidity dynamic operating, whereby the need for services is in the final year 
of life is compensated for by older but healthier people in the population. A deliberate choice 
made by the author as programme manager and agreed with the steering group was to promote 
the concept of value as opposed to cost.  
The emergence of the ICP OP into this context provided an opportunity to collaborate with the 
finance division Cost Accounting and Funding Unit (CAFU) in a mutually beneficial way. The 
author linked with the head of CAFU and it was agreed that a senior member of the CAFU 
team (with a background in Health Economics) would become part of the ICP OP national 
steering group and simultaneously work with a pioneer site. This provided strategic and 
operational insights into how costs need to, and could, be identified, captured and linked to 
community activity (and in time with outcomes).  
5.7.4.2  Design intention 
The intention on the part of CAFU was to gain insights into patient specific components of 
community costs that was poorly understood, as the funding model was that of an annual block 
grant. The benefit for ICP OP was to support the value proposition of integrated care from an 
economic perspective. This represents a fundamental structural building block for the 
community provision of integrated care. In any investment scenario, it is critical to understand 
the impact. In order to do so, data for business intelligence is essential for strategic planning, 
measuring outcomes and improving performance. Without attending to this, it’s unlikely that 
impact is attributable to investment.  
5.7.4.3  A business case from the Nora Story   
The evidence for the effectiveness of MDTs in improving outcomes for older people was well 
established internationally (Boult et al., 2011; Hudson and Moore, 2006; Wodchis et al., 2015).  
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• The use of a multi domain assessment by an MDT improves outcomes, reduces 
hospitalisation and lengths of time in hospital (Ellis et al., 2011 a,b, 2014).  
• The Trivedi et al. (2013) review of 37 randomised controlled trials indicated caregiver 
burden was reduced and functional status improved.  
• Likewise, the Counsell et al. (2007) study on home based interventions for 950 adults 
65+ for 2 years indicated that an MDT approach improved service access and reduced 
time spent in hospital, as did Mitchell et al. (2015) who demonstrated improved 
outcomes at modest cost.  
A brief analysis of the animation used to illustrate the concept of integrated care (Nora story) 
was costed to illustrate the efficiency in that particular scenario (Table 8).  
The Nora story encapsulated these types of benefits in bridging at an operational level of what 
matters clinically and top local and national management of operations.  However, the critical 
bridge with the top level, i.e. those charged with balancing deployment of financial resources, 
needed a translation of ‘good’ into the language of finance, i.e. cost as between alternatives.  
The CAFU study discussed above established a basis for a conversation. However, the results 
from this particular study was not utilised outside of the programme due to concerns around 
system expectations.  





Nora (case study) 
With Integrated Care Cost Without  Integrated Care Cost 
Change in personal circumstances are a 
trigger to initiate Integrated Care 
€2,000 Change in personal circumstances 
 








Home but gets infection;  
GP visits and drugs. 
 
€250 
Fall at 14 weeks 3 weeks in hospital €12,600 Fall at 14 weeks 22 weeks in hospital €61,600 
Discharged from hospital; 6 weeks in 
nursing home 
€8,310 Discharged from hospital;16 weeks 
in nursing home 
€22,160 
Home at 23 weeks 




Total   €40,760 
 
€90,010 
Table 8.  Integrated care v cost of care as usual (case study) 
5.7.4.4  Validation  
Validation derived from the authority of the Cost Accounting and Funding Unit of the HSE, in 
that they were the competent entity to advise the HSE strategic decision-making level on 
balancing expenditure with impact. This was seen to be a crucial component of communicating 
the potential of the vision in strategic-level terms. 
5.8  Conclusion  
This chapter gives an account of a range of actions necessary to prepare for mobilisation of the 
client-system in enacting and applying the 10-step framework in the client system. This 
required developing a range of supporting and complementary facilitating approaches.  
A framework was developed to support choreography of engagement at individual sites in 
support of ICP OP Implementation Engagement Methodology. 
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Consideration was given to interpreting specific elements of the framework into adapted ways 
of working. In particular, IT based systems were developed to capture structure and process 
metrics on intake, treatment and egress activity at hospitals, and a range of activities in the 
community based services.  
A bespoke older persons dashboard was developed to present data at individual site level and 
rolled-up to national level. These data would indicate the state of play in necessary local detail 
at the pioneer sites. This was highly novel in the health and social care system, and raised the 
visibility of the client-system to the centre of service discourse at strategic and policy level, 
away from the acute-hospital centred logic of the past. 
Of particular note was the role of the Service Improvement Lead SIL, who performed a 
valuable link between sites and ICP OP and National, in effect a form of ‘organisational 
midwife’. 
The introduction of the concept of an ambulatory hub functioned at several levels:  
• as a location for clinical diagnostic and treatment services (the most visible, but actually 
the work was occurring at many locations across the ‘site’) 
• as a centre for coordination for site activity (a central location to gather and present 
information on priority individuals and cohorts, to coordinate service clients and those 
serving them)  
• as a developmental arena (it was found to be a place to raise questions, discuss 
possibilities, design / propose / enact changes, and network with peer sites) 
• as a ‘near’ conduit between local and national through ICP OP (align with 
policy/strategy, budgeting). 
The developmental processes involved practitioners with strategy in a common discussion 
forum. To this discussion forum, were added at every pioneer site a person to elucidate the 
voice of the older person in the form of a representative from Age-Friendly Ireland. Thus the 
proposals and products of deliberation were in a sense validated along the developmental 
journey through establishing consensus. 
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CHAPTER 6.  MOBILISATION AT PIONEER SITES   
6.1  Introduction 
This chapter (Mobilisation) and the previous chapter (Pre-mobilisation planning) comprise the 
Action Research Phase 3 Action Taking. 
Having discussed the ground-preparation work of pre-mobilisation, the discussion now moves 
to the actual mobilisation part of implementation of ICP OP, as it took place in specific health 
and social care areas, termed ‘pioneer sites’, over the first two years (2016-2018) of the three-
year programme.  
These sites comprise the core and focus of the client-system. A broad initial description of 
pioneer sites is followed by an outline of the initiatives addressed by ICP OP to facilitate 
systemic implementation reflecting the ICP OP implementation methodology in all pioneer 
sites nationally. This includes establishing governance, developing guidance, details including 
for example providing ICT support and funding to pioneer sites, and in particular, a description 
of the ICP OP Implementation Methodology that incorporated these and pre-mobilisation ideas 
from the previous chapter. 
Specific focus would be made on two/three pioneer sites in order to give an in-depth insight 
into the process of implementation locally. 
6.2  Pioneer Sites: Overview and Selection Process  
The core focal unit of analysis for the client-system infrastructure was the Pioneer Site. In total, 
thirteen sites participated in the programme as pioneer sites: six sites joined in 2016, with the 
addition of a further seven sites in 2017.  
6.2.1  What is a pioneer site?  
At a fundamental level, a pioneer site is comprised of a Community Health Organisation who 
is working in tandem with a local Acute Hospital (AH), and who is willing to participate in the 
ICP OP programme. This requirement is formally ensured based on a Memorandum of 
Understanding (MOU). This was drawn up by the author and approved by Clinical Lead and 
Assistant National Director (Older People). The signed MOU was returned to the National 
Senior Operational Manager with responsibility for older people as keeper of the agreement 
for the record (see Appendix 12).  
162 
Thus, a pioneer site typified established local organisational working arrangements whereby 
hospital and community service providers served a (largely) common population within a given 
geographic catchment area. It is noted that while each site is associated with a catchment area, 
there is not a definite matching of site and population. Area demographics given below are 
more indicative of structure in the local population than it’s overall size calling for service. 
Prior to the establishment of ICP OP, the group of six initial sites was selected, based on the 
views of HSE Senior Executives: these sites were considered to be poor performers in terms of 
access difficulties (poor PET times) in local Acute Hospitals (AHs).  
Once the author was appointed, a Pioneer Site Readiness Assessment sheet was developed (see 
Appendix 13). This provided a self-assessment template for aspirant local sites who were 
interested in becoming ICP OP pioneer sites.  
The key readiness criteria were based on clinical and managerial leadership, having an 
established governance structure, potential for pathway development and their willingness to 
work with ICP OP in evaluating this approach. 
Clearly most sites were at a rudimentary stage of readiness, given that integrated care was in 
its infancy. However, the process of selecting sites for investment was substantially aided by 
the criteria outlined therein. Not all readiness criteria carried equal weighting, and so the key 
determinant in becoming a pioneer site hinged on consideration of clinical and managerial 
leadership capacity, supported by local executive leadership.   
The sites participating varied significantly in terms of profile, and comprised of nine CHOs 
working in partnership with thirteen Model 3 and Model 4 Acute Hospitals20. A comprehensive 
description of all pioneer sites is beyond the scope of this thesis as all sites evolved very 
differently based historic and strategic factors and this description would be extensive. 
However, some basic data on sites is presented in Appendix 14. Some characteristics are 
indicative of the group: 
                                               
20 Model  3 -  general  hospital; Model  4  - tertiary  hospital;  Model  2  -  local  hospital with  
selected  (GP-referred) medical patients; Model 1 -  community/district hospital). Report of the 
National Acute Medicine Programme 2010. 
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• Those pioneer sites with high Emergency Department (ED) attendances reflect 
population density ranging from 4,512 attendances 75+yrs in rural sites to 13,320 
75+yrs in urban sites.  
• There were similarities across all hospitals in terms of conversion rates to in-patients 
for those 75+ yrs., averaging at 53% of monthly attendances, ranging from 38%-70%.  
• There was no bespoke database to access data on older persons. 
Likewise, there were differences in terms of CHOs in term of population and the quantum of 
service provided (see Appendix 14).  
• The difference in service provision largely reflected historic factors and the provision 
of community services (such as Home Support and Long Terms Care) was not reflective 
of population increase or deprivation indices.  
• The 2016 census (CSO 2016) saw a five-year (2011-2016) increase of between a 23% 
in the 65+yrs population with those 85+yrs increasing by 15% across all CHOs. In two 
CHOs, the 85+yrs population increased by 26%.   
• Within the portfolio of sites involved, six largely serve a rural population whilst being 
located in a relatively large urban setting with a population of between 12,000 and 
25,000 people.  
• A further seven are based in large urban centres of which four are in Dublin. As is 
evident in the numbers attending the AH or receiving community services within the 
pioneer sites, this varies significantly. 
• Model 3 hospitals see an average of 5,634 attendance of people 75+ yrs. per annum.  
• Whilst many CHO and AH sites share population catchment areas they are not 
completely co-terminous. This has obvious implication for planning purposes but also 
means meaningful comparison between sites in terms of demand, capacity and 
efficiency is very problematic.  
The national Bespoke Older Persons Database (discussed in the previous chapter), one of the 
key tasks undertaken by the author, resolved much of the difficulty in making comparisons 
between sites and across time, that had been faced by previous implementations due to lack of 
data. This brought together all older person data in one ‘place’, and could be looked-up through 
an age-attuned data dashboard (see Appendix 11). 
6.3  ICP OP implementation engagement process at pioneer sites. 
Pioneer sites were tasked with developing their own interpretations of the 10-Step Framework. 
ICP OP commenced trialling the framework with the six original pioneer sites. In doing this 
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work, an ICP OP engagement methodology was developed, and this is discussed further on, 
closing this section of the chapter (see Figure 34).  
6.3.1  ICP OP Business case for pioneer site expansion 
A business case was submitted (Table 9) to HSE executive team proposing funding for a further 
two year period (2017 to 2019). This envisaged establishing six teams in 2016 with a further 
six teams in 2017, growing sites incrementally. Each local pioneer site would be allocated 
funding based on an assessment of readiness undertaken by the author and clinical lead in 
advance of developing the 10 Step Framework. 














2017 15.0 Clinical MDTs €1.1m 12* 27,500 
2018 24.0 Clinical MDTs €2.3m 16 40,000 
2019 24.0 Clinical MDTs €2.3m 20 50,000 
Table 9.  ICP OP investment (2017-2019) 
6.3.2  Governance: linking Local and National 
In acting out the principles established in the previous chapter in actual implementation, the 
following sections indicate practical arrangements made in relation to roles and guidance 
activities. 
6.3.2.1  Implementing national governance (National Working Group) 
The following activities were carried out by the NWG at national level: 
• The NWG OP allowed a series of guidance documents to be issued which addressed 
the clinical design components of pathways (NWG 2017a, NWG 2017b, and NCP OP 
2017) as well as the overall design of integrated care (ICP OP, 2017).  
• It also allowed policy to be influenced through submissions to the Joint Oireachtas 
Committee on the Future of Healthcare in Ireland (Government of Ireland 2017). This 
subsequently ensured that integrated care was included as national policy (Slaintecare 
Report: Government of Ireland, 2017).  
• Other strategic interventions such as age-attuning the workforce were addressed 
through guidance documents (ICP OP, 2017), or through collaboration with the 
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Department of Health and Children on new and expanded roles such as the Advanced 
Nurse Practitioners, (ANP), (NWG 2017c).  
• Finally, clinical education initiatives such as the Frailty Education Programme (NCP 
OP 2017) trained 117 facilitators who in turn trained 500 staff (NCP OP 2017). 
6.3.2.2  ICP OP Team Approach  
The ICP OP approach was to act as a policy implementation conduit, through collaboration and 
relationship building between different disciplines and agencies in local health and social care 
economies, a function which was seen as a fundamental requirement of any transformational 
change.  
The implementation process was supported by ICP OP initially over 2 years and involved a 
whole-team approach engaging with key local leaders depending on the activity and stage of 
development (see Figure 34 further on): 
• A key tenet of the programme was to advance local innovation, strategic thinking, and 
ownership: tailored support and coaching on implementation was made available as 
well as practical tools and resource.  
• One ICP OP team member acted as a Service Improvement Lead (SIL) and had an 
ongoing relationship with individual sites.  
• ICP OP also acted as an implementation agent at a whole-system level drawing on the 
experience of local sites in developing integrated care in practice. ICP OP acted as a 
knowledge broker between sites in different locations nationally to ensure that projects 
were established not in isolation, and that learning from implementation and evaluation 
could be shared, replicated and spread. This approach was to provide direction without 
dictat and thus sit within the selected middle-ground region of the Greenhalgh et al. 
diffusion and dissemination scale (Greenhalgh et al., 2004), ‘help it happen’. 
6.3.2.3  Guidance for pioneer sites: ‘Making A Start in Integrated Care for Older Persons’ 
A key implementation function involved the translation or interpretation of the 10 Step 
Framework into concrete local actions. To that end, a guidance document, entitled ‘Making a 
Start in Integrated Care for Older Persons’ (ICP OP, 2017), was developed between 2016-
2017 in tandem with developments and early stage insights from pioneer sites.  
This gave local examples of the 10 Step Framework in action, illustrating pathways under 
development and governance in action.  Each step was accompanied by a suite of resources for 
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further reading and/or a person to contact who had succeeded in addressing a structural 
indicator contained in the 10 Step Framework.  
The provision of guidance based on local rather than international exemplars was a deliberate 
methodology, underpinned for example by the work of Sternin and Choo (2000) on positive 
deviance. In this thinking, a traditional exemplar of change would have the following 
characteristics:  
• it is based on pilot sites with distinct advantages 
• it is usually well funded 
• it operates outside normal constraints 
• the context is not readily transferrable.  
In this way, the use of emerging exemplars from pioneer reinforces the potential for change 
despite participants facing similar challenging conditions (e.g. Shortt et al., 2016). This was 
especially important in mobilising a social momentum behind the change.   
6.3.2.4  ‘Organisational Midwife’: Service Improvement Lead (SIL) and pioneer sites 
Each pioneer site was allocated a Service Improvement Lead (SIL) in order to provide is a 
dynamic link between the ICP OP Framework and local implementation. As a critical first step, 
the role included supporting sites with the membership, role functions, and terms of reference, 
of local governance structures that spanned hospital and community. It also included advising 
on functional governance operating at executive (strategic) and service delivery (operational) 
levels.  
The SIL sat on the local governance structure (initially and then periodically) until it became 
established or at critical strategic junctures.  
The SIL team provided practical resource material such as access to webinars, conference 
proceedings, exemplars, and published literature to support this process.  
Once funding was agreed, the SIL team was heavily involved in the establishment of MDTs. 
This involved providing templates for job descriptions and guidance on new case management 
and age attuned roles.  
The Service Improvement Leads performed a critically important function as an 
‘organisational midwife’ to the change. This involved mediating between competing 
perspectives (polymorphism) and maintaining fidelity to the core constructs within the 10 Step 
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Framework. Likewise, they were the holders of the philosophical flame in terms by ensuring 
that the focus on the population outweighed the organisational agendas.  If additional supports 
were required centrally, or opportunistic developments/initiatives were to emerge, the SIL 
acted as a conduit to the national ICP OP governance structure. 
6.3.2.5  Informal and formal relationship-building with pioneer sites 
In tandem with this, an initial informal engagement with local clinical and managerial leaders 
in the pioneer site area was undertaken to assess local readiness for implementation or to 
support business case development  
Once business cases were agreed and signed off by the local governance group, the author and 
clinical lead reviewed these and sanctioned funding. The ICP OP team followed this with a 
formal visit that set out the resource available and agreed deliverables. The deliverables were 
then captured in a memorandum of understanding between ICP OP and the local service 
partners. This in turn was followed by a series of engagements to map local assets as well as 
mapping existing and future care pathways.  
The quality of existing social and professional networks was especially important in that 
regard. As a former member of a national performance improvement unit, the author had built 
up a trusted/respected network of contacts across the country with hospital and community 
services. These personnel were senior clinical and managerial leaders who were simultaneously 
tasked with addressing change as well as operational/clinical day to day responsibility. This 
historical relationship, based on mutual trust allowed the introduction of integrated care as an 
agenda that was not generally disputed.    
6.3.3  Mobilising community Multi-Disciplinary Team roles. 
The implementation of integrated care is significantly dependant on new community based, 
multidisciplinary roles (Wodchis et al 2015, Goodman et al 2012, Trivedi et al 2013). At the 
core of this is the formation of new multidisciplinary teams (MDTs) as the basic building blocks 
of integrated care. Prior to the introduction of ICP OP, this approach was not a feature of 
community care provision for older persons in Ireland. Even where multidisciplinary teams were 
more established with hospital settings, teams were largely operating as a coalition of disciplines 
sharing a common client group rather than a discrete team. 
At the end of 2016, ICP OP secured €1.7m in seed funding in order to establish six MDTs (Table 
10). Whilst the funding available for developing and testing integrated, care in 2016 was a 
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fraction of the community budget for older person care (0.12%) (Primary and Acute care costs 
excluded), the availability of funding to initiate pioneer sites was critical in order to leverage 
other community assets and signal the intent of ICP OP thus attracting clinical and managerial 
entrepreneurs thus developing a network of like-minded change agents.  




Total €  No.  of 
teams 
No. Older Persons  
benefitting 
2016 35.0 Multidisciplinary 
Teams  
1,704,383 6 17,500 
Table 10.  ICP OP investment in MDTs, 2016 
As previously indicated, one of the core evidence based components of integrated care was the 
deployment of a case management approach (Stokes et al., 2015) as a central tenet of MDT 
functioning. This had been effectively implemented and across a range of health and social 
care contexts with positive outcomes (Gravelle et al., 2006; Counsell et al., 2006, 2007; Fraser 
et al., 2005; Harvey et al., 2017).  Whilst the specific model of case management for older 
persons was not definitive (Hopper et al., 2017), the use of a case management approach 
delivers superior outcomes over care as usual when set in a multi-disciplinary care network 
(Boult et al., 2013; Stokes et al., 2015).  
The familiarity with mental health models allowed the author to propose the Assertive Case 
Management (ASM) model described by Burns et al. (2001) and typified by: 
1. Case finding (scanning the population for ‘at risk’ individuals). 
2. Proactively engaging them as they come to the attention of health and social care 
providers. 
3. Direct care provision through care planning and care coordination function. 
4. Providing a single point of access to navigate care systems  
6.3.4  Co-designing new care pathways 
Bespoke care pathways deliver better outcomes for older people (Silvester et al 2014, Stewart 
et al., 2013). Once established, the NWG OP endorsed strategic redesign of older person 
pathways. This included implementing existing guidance such as the Acute Model of Care 
(NCP OP, 2012) in Sligo University Hospital (Shortt, 2017) or providing expert input into the 
HSE 3year Unscheduled Care Pathways. When additional funding became available (e.g. 
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‘winter initiatives’) was channelled through ICP OP to support care pathways on new initiatives 
such as the Geriatric Emergency Medicine Service (GEMs) in one pioneer site. This provided 
a ‘frailty at the front door’ at the point of access to the acute hospital, which offered immediate 
multidisciplinary assessment, resulting in fewer admissions or reduced length of stay (Ahern 
2017). This exemplar, co-joined with existing initiatives such as the Frailty Intervention 
Therapy Team (Moloney, 2017) in Beaumont Hospital provided evidence of the impact of 
these new care pathways.In addition, new care pathways were implemented in pioneer sites 
(E.g. Cork) which developed an Early Supported Discharge that reduced readmission and 
allowed earlier discharge home. In North Dublin, Nursing Home outreach initiatives, (Fan et 
al, 2017) reduced the volume of patients being transferred from nursing homes. This process 
of co-design allowed existing resources to be leveraged as well as new resources to be utilised 
more effectively. A simplified example of a future state map undertaken by ICO OP is outlined 
in Figure 32 (for more detailed care pathway map see Appendix 15). This schematic 
representation of a bespoke older person pathway allows each aspect of existing service to 
determine how they can work with others along the pathway in order to ensure the patient has 
a seamless journey. In addition, it allows for process improvement opportunities be identified 
and maximises existing and new resource more efficiently. 
The facilitation of redesigned care pathways served a number of purposes. It served the 
pragmatic purpose of actually developing a blueprint for new care pathways locally. In tandem 
with this it allowed other voices that were less prominent to be heard, e.g. that of the service 
user and provided a safe, facilitated space for all involved to articulate their aspiration for 
change, thus allowing a shift away from a medically dominated, acute centric model of care. 
The fact that this was being facilitated by ICP OP as an external agent (with a potential 
resource) and allowed internal politics to be avoided. All of these factors were very important 
in creating a shared local vision amongst local agents and agencies. This was often the first 
occasion in which people had taken time out to collectively discuss/strategically plan what a 
new care pathway would look like. Finally, the act of creating and committing to a shared 
vision of future state pathways is psychologically important. This gets away from the dynamic 
of hospital agendas prevailing and a community service servicing the needs of the hospital. The 
process creates a shared sense of purpose whereby each party can see the respective 





Figure 32.  Future state care pathways map, St Tipperary, CHO5 
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6.3.5  Introducing  information and communication technology (ICT)  
Information Communication Technology (ICT) is recognised as a key enabler of integrated care 
at a number of levels (Protti 2009, Goodwin 2015b, Winthereik and Bansler 2007). Whilst 
information systems, specifically the In-patient Patient Management System (iPMS), existed in 
the pioneer site’s hospital, these clinical information systems were developed ‘in-house’ by the 
local ICT team. No equivalent system existed in the community. Consequently, community staff 
relied on paper based information systems. Community staff in pioneer sites shared hardware 
(Desktop PC), often did not possess an email address or any hardware that allowed them to 
access and share information in a timely fashion. Instead, sharing of information was largely 
verbal and through a network of staff possessing soft intelligence. This was not in any way 
systematised nor was there a means to share information across hospital and community beyond 
limited channels such as a secure Hospital to GP email link (Healthmail). In contrast, 90% of the 
1,300 general practices in Ireland use a General Practitioner Practice Management Systems 
(GPPMS).  
In order to determine the needs of staff working in Integrated Care Teams two workshops were 
facilitated with two pioneer sites to establish their needs/priorities and their vision of how 
information technology would be used to integrate care (Appendix 8).  
On foot of the workshop outcomes, a business case was developed and submitted to the Office 
of the Chief Information Officer (OCIO). As a result, the OCIO agreed to supply 100 Microsoft 
Surface Pro Devices and 100 Smart Phones to all pioneer sites. The Surface Pro Tablets were 
designed to facilitate raw data collection at the point of contact and facilitate other technological 
interventions such as video consultation.  
Many of the functions described required a technology platform in order to facilitate effective 
coordination of care given the range of agencies and personnel involved. In order to address this, 
the author developed links with the Health Innovation Hub/University College Cork (UCC) that 
facilitated access to health markets for technology start-ups.   
After a rigorous selection process, Carefolk was selected to work with two pioneer sites in order 
to test the deployment of a case management platform (see www.carefolk.com). The 
functionality of the platform included patient background/demographics/social-family 
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context/scheduling of appointments/agencies involved/care plan and interactive capacity that 
allowed communication between carers and professionals. This system was deployed in Jan 
2018 with evaluation criteria agreed with UCC.  
6.3.6  Resources for pioneer sites 
ICP OP provided resources, in the form of revenue funding, for multi-disciplinary team as well 
as some capital funding for equipment.  
In the early stages of pioneer site mobilisation, ICP OP facilitated workshops on population 
planning and mapping local resources. This includes bringing together experts, in population 
health, non-governmental organisations, service users, local authorities, and community 
agencies.  
The provision of resources reinforced the credibility of the programme and allowed some space 
and time for initiatives to be supported. Most resources went into personnel, and ICP OP also 
funded some capital and minor-capital investment (e.g. for ICT or clinical equipment, or to 
allow teams to refurbish an office). The provision of resources was also a strong psychological 
signal. Whilst some clinical programmes were resourced in the past, most were asking people 
to practice differently in specific activities on the strength of the clinical evidence, and required 
local managers to find the necessary resources to enable this. On the other hand, ICP OP 
funding signalled that the work was important, and made a relatively small amount of funding, 
typically €250k, to support local initiatives. The fact that this money was recurring (i.e. not 
once off) signalled that this was part of a substantive strategic change rather than an interesting 
project with a short shelf life. This funding included time-out for clinical leaders to consult and 
design local interpretations of the 10 Step Framework.     
6.3.7  Involving service users as partners   
A series of three workshops were held with service users in partnership with Age Friendly 
Ireland over a 12 month period (2017-2018): in Ballymun (North Dublin), in Waterford, and 
in Sligo. These workshops served a number of purposes in terms of consultation on the 
framework but also in terms of informing how services users could get more meaningfully 
involved.  
While they were attended by local HSE service representatives, they were mostly constituted 
by members of Age Friendly Councils and affiliated groups.  
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The following points describe the workshop functioning: 
• Each workshop was typically attended by 60-150 participants.  
• ICP OP presented an outline of the programme.  
• There was a broad presentation on the feedback data available from the Patient 
Narrative Project (HSE, 2016f). This data reported on patient experience with 
health services across three dimensions; communication, person centred care, and 
care co-ordination. 
• The workshops were structured into a small groups (8-10 people). 
o Thematic feedback from the Patient Narrative project was given to each 
group.  
o The groups were asked to consider the key findings and to construct a 
response that would be helpful to the implementation of integrated care.  
This process yielded four key recommendations as follows (reported in ICP OP 2019): 
1. Information requirement on positive aging 
2. Involving patients as partners 
3. Good communication and information at the point of care transition 
4. Better co-ordination between services (voluntary and statutory) 
A national seminar was held in Oct 2017, entitled “Cultivating Patient Leadership in delivering 
the integrated care programme older persons” (https://www.icpop.org). This involved an 
international and a national perspective on older persons contribution to service models 
(www.agewell.com). The result of this process were: 
1. A guide to becoming patient champions was developed, and 
2. The Age Friendly Cities and Counties Programme undertook to nominate patient 
champions to sit on each ICP OP Pioneer Site Steering Group.  
6.3.8  Site networking between pioneer sites 
The challenge of implementing change is described within complexity science literature 
(Begun et al 2003, Latham 2013, Fahey and Burbridge 2008) and requires a tolerance for 
ambiguity (Frykman et al 2014). This includes  
• the micro-politics of healthcare systems,  
• how influence is exerted,  
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• and in particular how high autonomy professionals can accommodate and redesign the 
‘hard core and soft periphery’ of innovative practice (Langley and Dennis 2011, Dixon-
Woods et al 2011 a, b).  
In recognition of this change dynamic, it was important to support pioneer sites psychologically 
and practically. In order to do so, ICP OP undertook a series of six monthly networking 
meetings.  
Each ICP OP networking day was organised along thematic lines based on the 10 Step 
Framework and built incrementally based on feedback from participants.  
• All networking events were held in Farmleigh House, a state facility that conferred 
legitimacy on the programme as having institutional sanction by the state.  
• The attendees were primarily change agents within pioneer sites and included 
prospective sites.  
This facilitated exchange of ideas between existing sites, facilitated other sites to get involved 
in the programme and maintained momentum. It also served a psychological purpose in 
allowing participants to feel supported and valued and a sociological ‘nudge’ in terms of 
conferring legitimacy on what pioneer sites were doing. 
In reflecting Dixon-Woods et al (2011b) insights into change, the pioneer site networking 
events, this peer-to-peer network. was in driving standards, legitimising the work, providing 
practical support and mobilising ‘competitive’ forces to improve integrated services for older 
persons.  
The ICP OP network event served multiple agendas as referenced: 
• It allowed the focus on older persons as a distinct cohort to be recognised as having 
unique needs.  
• This event was planned with a specific purpose that differentiated it from conventional 
educational events.  
• Whilst the days were structured thematically around the 10 Step Framework, the focus 
was on pragmatic realism.  
o People presented to one another on the immediate challenges faced in 
implementation rather than theoretical/academic studies.  
o The morning was structured to demonstrate, peer to peer, how the sites were 
addressing real time challenges.  
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o The afternoon facilitated subject specific focus (e.g. ICT) and time and space 
was given to socialising ideas.  
• Sites were encouraged to link with one another, virtually or in person and informal 
visits between sites was encouraged.  
ICP OP hosted other events within a local eco-system. These events included organisations 
with which ICP OP sought to build collaboration at a local level: 
• The local authority 
• Gardai 
• Sports partnerships  
• and Age Friendly Ireland.  
The focus of these events were on highlighting a broad interest, and building psychological 
investment in, and commitment to, addressing the needs of older people beyond the health 
system.  
In tandem with this, ICP OP organised for external delivery by experts in the respective area 
of workshops on: 
• Population planning 
• Case management  
• and MDT working.  
This signalled that there was significant support for the work, and allowed pioneer site 
members to network further. 
6.3.9  Drawing the threads together: a Five-Stage IC implementation 
engagement process  
This approach utilised the 10 Step Integrated Care Framework as a starting point in that it 
provided a conceptual roadmap. Simple distribution to the clinician and management leaders 
without choreography was inadequate, thus an Implementation Methodology was necessary to 
complement and operationalise the 10 Step Framework to managers and clinicians. It will be 
clearer later in this thesis that this element was one of several complementary elements 
necessary to flesh out the principles in practice. (see Discussion chapter). A first draft of the 
implementation approach required to action the framework comprised a sequencing as shown 




Figure 33.  ICP OP engagement approach initial version. 
This draft was refined in consultation with participants to yield a five-stage process, the ‘ICP 
OP Implementation Methodology’. This is the version that was applied at the pioneer sites, 
with exactly the same template used at each site, for fairness and comparability. The five stages 
in the ‘ICP OP Implementation Methodology’ are (1) Initiate, (2) Design local solution, (3) 
Implement, (4) Evaluate and Embed, and (5) Assimilate (Figure 34). These are elaborated as 
follows. 
6.3.9.1  Initiate 
The first of these stages is a series of informal engagements that provides sample business 
cases, guidance and mentorship in terms of constructing a bid for resources (Table 11). This 
allows ICP OP to determine commitment, leadership involvement (readiness) and to build 
relationships between ICP OP and the site as well as allowing local leaders to build trust and 
potential for mutual gain.  
ICP OP chose not to use a formal assessment of readiness scale (e.g. as subsequently developed 
by Lennox-Chhugani and Crossley 2017) for a number of reasons. This included the fact there 
was no policy mandate or organisational structures in place at that point of the programme. In 
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addition, the engagement with national and local leadership coupled with the author and 
clinical leads experience of the system meant the maturity of key elements of readiness 
(population focus, partnerships, finance, data) was systemically poor. In addition, there was a 
trade off between supporting potential ‘pioneers’ and formal assessments that reinforced the 
scale of the challenge.  
 
ICP OP Action ICP OP Tools available  
• Site Visits by ICP OP team Programme 
Manager, Clinical Lead and Service 
Improvement Lead 
• Link between Business case, funding, Local 
leaders and HSE Leadership 
• Provide Guidance Documents and Resources 
• Guidance document 
• Lessons Learned document 
• Case Manager document 
• Patient Champion leaflet 
• Website www.ICP OP.org 
• Sample Business cases 
Table 11.  Implementation engagement Stage 1 
6.3.9.2  Design (local solution) 
The second stage of engagement involves formal engagement (Table 12). This phase signals 
deeper engagement in terms of the ‘nitty gritty’ of implementation. It supports the 
establishment of the local steering group, recruitment of MDT and includes the initiation of 
workshops that will address discrete components of the 10 Step Framework.   
ICP OP Action ICP OP Tools available  
• Site visits by ICP OP team 
• Attendance at local Steering group 
meetings 
• Monitoring of local recruitment process 
• Health Atlas Workshop 
• Resource mapping Workshop 
• Pathway mapping Workshop 
• Engage Age Friendly Ireland Rep  
• Organize Networking events x2/year 
• Sample Terms of Reference, 
Organograms, Operational 
Policies 
• Sample Job Descriptions for 
PM/MDT 
• Signposting to resources 
available 
• Resource maps 
• Pathway maps 
• Stakeholder group contacts 
Table 12.  Implementation engagement Stage 2 
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6.3.9.3  Implement 
The third phase of implementation includes regular site visits (3/1221), the provision of ICT 
hardware once teams are recruited and familiarising the sites with data collection and accessing 
the dashboard (Table 13).  The involvement of service users in the steering group is facilitated 
through ICP OP engagement with the Age Friendly cities and counties programme. At this 
point ICP OP continues to support local leaders and facilitates network building between new 
and established sites.     
ICP OP Action ICP OP Tools available  
• ICP OP team Site visits 
• Provision of ICT hardware  
• Workshop/Meet with Hospital ICT Lead 
• Measurement Workshop 
• Bi-annual  data collection of structural metrics 
• Monthly data collection and processing of process 
metrics 
• Team Development Workshop 
• Ecosystem Workshop 
• Links with COO/CIO 
• KPIs and Data Templates 
• Data Templates 
• Data Dashboard and Data 
Analytics 
• Leadership Coach 
• Patient engagement reports 
Table 13.  Implementation engagement Stage 3 
6.3.9.4  Evaluate and Embed  
The fourth phase involves closer SIL involvement in pioneer site establishment (Table 14). 
This includes attendance at governance meetings, linking sites with other pioneers and 
mobilising expert input from ICPOP (user inclusion, data collection, recruitment). The SIL 
works to amplify and nudge local change as they happen, contextualising and supporting same. 
They are available in person and by telephone to local leads to address issues associated with 
implementation. 
                                               
21 ‘3/12’ means every three months within a 12-month annual cycle 
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ICP OP Action ICP OP Tools available  
• ICP OP team 3/12 Site visits 
• Expert input as required 
• Provide links with research bodies 
• Provide links with International organizations  
• Provide link with European Joint Action on Frailty 
Prevention  
• Virtual Support/Webinars 
• Established links to 3rd Level 
institutions 
Table 14.  Implementation engagement Stage 4. 
6.3.9.5  Assimilate 
A fifth stage involves linking pioneer sites with research opportunities and international 
networks involved in implementing integrated care, such as the International Foundation for 
Integrated Care (https://integratedcarefoundation.org/). This includes invitations, for example, 
to webinars and conferences, or linkages to European activity like the EU Joint Action on 
Frailty. 
6.3.9.6  Summary of engagement process 
The engagement process was applied in common across all pioneer sites.  
This involved some pump priming resources (most notably funding for an MDT), support by 
the ICP OP Service Improvement Lead in establishing governance and recruitment of MDTs 
locally. This activity in turn was supported at a practical level with job descriptions, and 








Figure 34.  5-stage ICP OP engagement process (as deployed in mobilisation)
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6.4  Study of implementation at pioneer sites A, B and C 
 Two sites, pioneer site A and pioneer site B, were originally selected for a more in-depth study 
of implementation in the pioneer sites, and this was subsequently expanded to include a third, 
pioneer Site C.  
6.4.1  Rationale for choosing pioneer sites A, B and C 
The rationale for site selection was based a number of factors. Whilst other sites than the three 
selected (see below) could equally be selected, and would offer different insights, the three 
sites shared common challenges shared by all pioneer sites implementing the 10 Step Integrated 
Care Older Person Framework. However, their readiness score (positive and negative) 
indicated that further exploration on these sites would yield more-interesting insights. The 
following were the main considerations:  
• All sites were at a similar stage of development in embarking on the local interpretation 
of the 10 step framework.  
• All had a different history but opportunities for developing bespoke care pathways was 
open to all.  
• All sites selected had a similar leadership team - Consultant geriatrician and operational 
lead - that were invested in developing the concept of integrated care. The geriatrician 
in pioneer site C had worked in an integrated care system abroad and was familiar with 
the principles and challenges involved.  
• There were differences in terms of demographic composition between sites which 
potentially offer some insights (discussed shortly below).  
• All sites were facing similar challenges in terms of data and ICT enablers.   
• No data was available on service resource, so the ability to attribute impact was 
expected to be limited due to this. Despite these limitations, given the immaturity of the 
system, there was a high degree of expectancy of worthwhile insights into 
implementation challenges and lessons for scale up.  
• This is the first time concept such as a community MDT for older persons has been 
introduced to the Irish health system. At the time of starting this implementation, the 
introduction of community based pathways, supported by secondary care service based 
in the community was seen as contrary to the prevailing service model. Few, if any, 
specialist older person services operated beyond an acute hospital context.  
• As is indicated from the paucity of data it was not known what, if any, interventions 
were taking place in a community setting beyond the scope of Public Health Nursing.  
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• To this paucity of service was attributed as consequence that older people were over-
represented in terms of access-block when trying to access services.  
• In addition, defining and targeting older people with complex care needs had not been 
done before. This includes the introduction of concepts such as case management 
functions for the more complex community dwellers.  
• The pattern of service utilisation tends to depend on geographic, transport and historic 
factors (GP links with hospital) resulting in a lack of co-terminosity between specific 
hospitals and geographic areas.  
The opportunity presented by exploring emergent developments and performance outcomes in 
the planned implementation efforts at pioneer sites A, B and C had potential to allow insights 
to be gained into the effectiveness of the implementation methodology proposed in the present 
study, and adopted by ICP OP in the field. Of particular interest was the acceptability to 
participants, and adaptations of the elements within the 10-Step Framework based on the 
orientation of the research approach described in the earlier chapters, and process indicators. 
Each site offered an opportunity to explore the impact of different aspects of an integrated care 
pathway. 
6.4.2 Settings of pioneer Sites A, B and C  
Pioneer site A was linked operationally to an acute hospital, serving the surrounding city and 
county, and some of the region (i.e. the South East Region of Ireland). Site A was a mixed 
urban/rural catchment area.  
The local acute hospital acts as a regional hospital with some specialist tertiary services (cancer, 
cardiac services). Importantly, site A had established an Ambulatory HUB, which formed the 
central design architecture of the local integrated service. This had allowed existing services to 
coalesce within the ambulatory hub, thus offering potential efficiencies and economies of scale. 
Site A had a high volume of screening and assessment.  
Pioneer site B is linked operationally to an acute hospital but based in a primary care centre, 
which serves West Dublin. Site B is co-located within a primary care facility and operates a 
largely community based, peripatetic older person MDT. This would restrict the numbers seen 
but give greater insight into a more domicillary-based service.  
Pioneer site C was similar to B in terms of MDT composition and operational model of 
implementation (i.e. Community based MDT). Each offered different insights into 
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implementing integrated care in practice. Pioneer site C was linked to a day hospital and carried 
a small caseload of complex older persons, largely living with frailty. 
6.4.3  Demography of pioneer sites A, B and C 
From the Health Atlas (see Chapter 5), an output table of data from the 2016 census was made 
for each pioneer site. Each output table shows the area population by number and percentage 
of area population, and similarly age distribution (in 5-year intervals from 65 – 84 and 85+), 
and deprivation/affluence distribution (in 8 categories). It also shows corresponding growth 
percentages over the previous five years (2011-2016) for each of these. The screen prints are 
given in Appendix 17 for each pioneer site A, B and C with National data for comparison. 
These data are summarised in the following table (Table 15) and graphs and by age (Figure 
35) and disadvantage/affluence (Figure 36), in preparation for the presentation and discussion 
of results in Chapter 7. 
Following the discussion of access problems/symptoms in Chapter 1, of particular interest to 
this discussion are the populations 65 years and older (65+), 75 years and older (75+0) and 85 
years and older (85+). They are of interest as they are considered to be surrogates for degree 
of frailty, and consequent health and social care consumption (referencing age as a surrogate 
for frailty after Blumenthal et al., 2016). It was known that the prevalence of frailty in the 65+ 
yrs. general population is estimated at 22.9% (Roe et al 2016). Of most interest is likely to be 
the 75+ population, given the gravity of access problems observed in the symptomatic Irish 





Site  Population  Deprivation 
  Size  Growth 2011-2016  Compared to 
national norm 
     Age    Age   
  All  65+ 75+ 85+   65+  75+  85+  
             
A Mixed urban/rural catchment. 
Ambulatory hub (repurposed day hospital) attached to a regional hospital 
 No. 113,795  16187 6690 1618  18.8% 17.8% 16.5%  More 
 %Irl 2.4%  14.4% 5.9% 1.4%      disadvantaged 
             
B Conurbation established in 1960s/1970s 
Attached to a primary care centre  which is attached to an acute hospital. Example of domicilliary care. 
 No. 207,000  22595 7370 1695  40.4% 28.3% 22.6%  Same 
 %Irl 4.3%  11.1% 3.6% 0.8%       
             
C Attached to a day hospital 
 No. 395,000  58317 26126 7129  17.6% 18.1% 22.5%  More 
 %Irl 8.3%  14.8% 6.6% 1.8%      affluent 
             
Ireland No. 4,761,865  637467 264059 67555  19.2% 14.6% 15.8%  National 
norm 
(Irl) %Irl 100.0%  13.3% 5.5% 1.4%       
Source: summarized from Health Atlas table data 
Table 15.  Summary of demographic data for pioneer areas A, B, C, and Ireland nationally 
6.4.3.1  National 
National data set the ‘national norm’s used below.  
The population of Ireland in 2016 stood at 4.8 million (Table 15). The population aged 65+ 
was just under 640,000 or 13.3% of the national population. The population 75+ was 264,000 
or 5.5% of the national population, and the population 85+ was nearly 678,000 or 1.4% of the 
population.  
The growth in the national population during 2011-2016 was 3.8%.  
Of the older population (65+), 77% were below 75 years (Figure 35). Of the older population, 
75% of the older population were at ‘marginally affluent’ or less (Figure 36).  
These serve as norm references for the individual pioneer site area demographics. 
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Figure 35.  Older population (65+) cumulative distribution by Age: Sites A, B, C & 
National 
 
Figure 36.  Older population (65+) cumulative distribution by Disadvantage/Affluence: A, 
B, C & National 
6.4.3.2  Pioneer site A 
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Of these, pioneer site A served a population of 114,000. Of these, 14.4% (16,187) or were aged 
65 or older (‘65+’), 5.9% (6,690) were aged 75 years or older (75+), and 1.4% (1,618) were 
aged 85 years or older (85+).  
Pioneer area A experienced significantly more deprivation than the national norm. 
Of the older population (65+), 75% were below 75 years of age, close to the national norm 
(77%). Of the older population, 83% experienced ‘marginally affluent’ or less.  
In summary, pioneer area A had an age profile at or about the national norm, and an established 
older population, and more deprivation.  
6.4.3.3  Pioneer site B  
Pioneer site B served of population 207,000, i.e. double the population of A. 
Of this area population, 11.1% (22,595) were aged 65 or older (‘65+’), 3.6% (7,370) were aged 
75 years or older (75+), and 0.8% (1695) were aged 85 years or older (85+). Thus, pioneer area 
B has a younger age profile than the national norm,. However, it had also seen a dramatically 
high proportional growth in its 65+ population at 40.3%, double the national norm, and that of 
A or C (which were at or about the national norm). 
Of the older population (65+), 83% were below 75 years of age, indicating a much younger 
distribution even within the older population (Figure 35).   
Pioneer area B had an affluence level at or about the national norm. Of the older population,, 
75% experienced affluence at ‘marginally affluent’ or less, at the national norm (75%). 
The large increase in the older person population is reflected in a dramatic jump in the rate of 
nursing home residents admitted to hospital in pioneer site B in the period 2009-2013 as seen 
in Figure 37. In 2009, the total number of patients admitted from a nursing home in 2009 was 
very limited (79) but had increased three-fold over a period of only four years. The average 
length of stay per patient had also fallen in this time. There was an increase in the admission 
percentage for ‘younger old’ (65-79) and ‘older old’ (80+) as seen in Figure 38. Overall these 
resulted in an increase of 1,200 additional bed days used at this site. 
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Figure 37.  Nursing home admissions and Average LoS 2009-2013, pioneer site B 
 
Figure 38.  ED admissions 2009-2014 for those aged 65-79 and aged 80+, pioneer site B 
In summary, site B had a younger and moderately affluent profile within the population, and a 
similar older person profile within the older population for age and affluence, but the older 
population was growing fast, and the site was experiencing more nursing home admissions and 
an increase in bed-days provided. 
6.4.3.4  Pioneer site C  
Pioneer site C served a region of population 395,000, i.e. three times the size of A.  
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Of these, 14.8% (58,317) were aged 65 or older (‘65+’), 6.6% (26126) were aged 75 years or 
older (75+), and 1.8% (7,129) were aged 85 years or older (85+) (see Table 32.  Demographic 
data, population 65+ (2016), pioneer area A. 
Pioneer area C saw a higher rate of increase in the 75+ and 85+ populations than the national 
norm. Increase in 65+ generally was close to the national norm (17.6% vs 19.2%). 
Of the older population (65+), 74% were below 75 years of age, indicating a slightly older 
profile within the older population. 
Of the older population, only 54% of the population experienced ‘marginally affluent’ or less. 
This indicated significantly higher levels of affluence and less deprivation than the national 
norm (75%), and than either A (83%) or B (75%).  
In summary, site C had an older and more affluent population with moderate growth in the 
older population. 
6.4.4  ICP OP intervention in pioneer sites A and B and C 
The process of implementation involved the standard series of engagements over five stages 
reported above. The stages of intervention are undertaken with all pioneer sites as part of the 
implementation process and represent the work undertaken with sites A and B and C. 
In pioneer site A, ICP OP undertook a series of engagements with local clinical and managerial 
leaders. A clinical lead was (Consultant Geriatrician) funded by ICP OP and assigned for 6 
weeks to scope out the business case as well as engage with stakeholder on the overarching 
vision. This process led to a shared hospital/community business care that included the 
establishment of a governance structure with a mandate to redesign older persons care 
pathways. Project governance was provided by a co-chair arrangement between the General 
Manager of Older Persons Services and the lead Consultant Geriatrician from the university 
hospital Dept. of Geriatric Medicine.     
The business case also set out a three year development plan with incremental progression of 
key pathway developments based on two high risk, high cost cohorts of older persons, those at 
risk of falls and frailty. ICP OP formally engaged with the local governance structure and 
allocated resources (€250,000) in phase 1 (2016) to develop a MDT working from an Integrated 
Care Hub. Four (4) full time staff were employed initially (Table 16.  Pioneer site A resource 
allocation (2016) The team was composed of 1.0 (wte) Senior Physiotherapist and 2 Clinical 
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Nurse Specialists in Gerontology with 1.0 (wte) with a Team Administrator, post (Grade 4) 
funded by the local University Hospital.  






Full Year  
Costs 
Pioneer 1 IC-CNS Apr-17        €62,243           €9,336         €71,579  
site A 1 IC-CNS Apr-17        €62,243           €9,336         €71,579  
 
1 Senior Physio Apr-17        €61,045           €9,157         €70,202  
      Totals      €185,531         €27,830       €213,361  
Table 16.  Pioneer site A resource allocation (2016) 
In 2017, an additional full time Physiotherapy post was funded by ICP OP (€72,000), from 
development resources taking the team to 5. In light of progress made in 2017, a further 
investment 2.0 wte (€142,000) was committed in 2018. This made a total of €427,000 invested 
since the pioneer site commenced in 2017.  
In response, the local leadership team proposed a day hospital hub as recommended by the 
NCP OP (2012). (see Figure 39) 
This provided a team base and a focal point for the development of older person services. The 
team targeted older people with complex care needs, having an initial focus on the development 
of care pathways for falls and frailty. This arrangement allowed previously disconnected 
services to become part of an integrated service. The coalition of practitioners and services 
created linkages to one another thus creating a ‘ripple effect’ (Appendix 16).  As the programme 
matured in pioneer site A, it allowed for incremental development of age-attuned services. ICP 
OP supported a proposal for equipment, inpatient pathways and discrete initiatives targeting 
frailty.  
 
                                               
22 Personnel types:  Integrated Care Clinical Nurse Specialist (IC CNS), Senior Physiotherapist. 
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Figure 39.  Hub developed at Pioneer Site A 
A similar implementation process took place in pioneer site B. The impediments to integrated 
care in pioneer site B remain typical of all sites at the point of commencing the process of 
integrating care for older persons. The challenges we similar in terms of a lack of formalised 
governance, limited formalised focused on older person service development, absence of 
community based MDT, underdeveloped or immature older person pathways and little or no 
shared information systems. A brief overview of the status of integrated working in pioneer 
Site B was undertaken before commencement. The lack of any older person forum meant there 
was no formal decision making structures in place that would facilitate ICP OP engagement. 
This required ICP OP undertake separate, parallel discussions with hospital and community 
(clinical and managerial) leaders before a governance group was established. The initial stages 
involved building trust and facilitating visits to other pioneer sites. At this point in the process, 
the relationship between hospital and community was essentially a transactional one. The 
paradigm dominating this transactional relationship revolved around community services 
‘serving the hospital’ and providing a stream of home care to get hospitalised older people 
home as opposed to having a shared population focus.  
In pioneer site B, an investment of €537,000 was made in 2016 (Table 17). This team was 
similarly constituted with a range of different disciplines (Physiotherapist, Occupational 
therapist, Clinical Nurse Specialist in Gerontology) recruited.  The team was located within a 
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primary care centre in the local town centre. This acted as the key resource for providing 
secondary care in the community for older persons with complex care needs. A Consultant 
Geriatrician provided clinical governance, the area manager (with responsibility for older 
person services) provided overall project governance in tandem with the hospital Chief 
Operations Officer.  As outlined earlier (ICP OP implementation engagement process) the role 
of ICP OP was to provide the necessary supports within the local site to support governance, 
engage service users, support care pathways and resource mapping and the deployment of ICT.  
A similar process took place in pioneer site C. A Consultant Geriatrician Lead was appointed 
and governance group established. The team was allocated funding similar to pioneer Site B, 
and recruitment of a community based MDT took place (Table 18). Local mapping of services 
took place and the team base was established with linkages to the local acute hospital. A service 
improvement manager was allocated to the site, and the pioneer site was involved in IC OP 
networking events and workshops. Suites of guidance, job descriptions and other resources 
were made available. The project had a senior manager allocated as project lead and point of 
contact for ICP OP.     








Pioneer  1 Geriatrician Jan-17          €189,158            €33,381           €222,539 
site B 1 IC CNS Jan-17             €53,760               €9,487              €63,247 
 
1 IC CNS Jan-17             €62,243               €9,336              €71,579 
 
1 Senior Physio. Jan-17             €54,274               €9,578              €63,852 
 
1 Senior OT Jan-17             €63,028            €11,123              €74,150 
 




         €458,921             €78,373           €537,295 
Table 17.  Pioneer site B allocation (2016) 
                                               
23 Personnel types:  Consultant Geriatrician, Integrated Care Clinical Nurse Specialist (IC 
CNS), Senior Physiotherapist, Senior Occupational Therapist, Grade 4 Administrator. 
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Pioneer  1 Geriatrician Jan-17 €203,650 €20,365 €224,015 
site C 1 IC CNM Jan-17 €56,343 €5,634 €61,977 
 1 IC CNM Jan-17 €56,343 €5,634 €61,977 
 1 Senior Physio. Jan-17 €60,445 €6,045 €66,490 
 1 Senior OT Jan-17 €60,445 €6,045 €66,490 
 1 Grade 4 Admin Jan-17 €37,534 €3,753 €41,287 
 Totals   €474,760 €47,476 €522,236 
Table 18.  Pioneer site C  allocation (2016) 
6.4.5  Parallel Collaboration on pioneer case studies (reported eleswhere) 
For the record, a number of parallel collaborative studies with other research groups were 
undertaken on various pioneer sites. These were directed at other research questions and so are 
not directly reported here. An example of a parallel collaborative research agreement was 
undertaken with Trinity College Dublin (TCD) in order to gain insights into implementation of 
change in health systems. This piece of work formed part of an overall suite of research 
undertaken by the TCD pathways team who were exploring the conditions required for 
implementation of Universal Health Care in Ireland as set out in the Slaintecare Report 
(Government of Ireland, 2017). The specific research involved three case studies exploring the 
lived experience of pioneer sites as they undertook implementation of integrated care and 
explored the barriers and facilitators to change. Whilst the results of this research were 
published separately (Barry et al 2018 a, b), the engagement has positively contributed in part 
to thinking for the evaluation work undertaken within ICP OP.  
6.5  Survey of participants’ post-experience perceptions of using the 10-Step 
Framework  
The opportunity arose to contribute to in a survey of pioneer sites, the larger survey covering a 
much larger scope. The objective of the part of the survey contributed by the author (hereafter 
just called The Survey or the participant survey), was to gain insight into the experience and 
receptiveness of the key clinical and managerial leaders in engaging with the 10-Step 
Framework. 
The description below notes what the survey was about and to whom directed, participant 
testing, main participants, and ethical approval. 
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6.5.1  The survey 
This was a national survey on the utility of the 10 Step ICP OP Framework. It was intended to 
capture views of clinicians, managers, and a range of people working in supporting roles within 
the client-system, around the pioneer sites. 
Participants were invited to rate the strength of agreement with a range of statements associated 
the 10 Step framework elements using a 5 point Likert Scale, from 1= Strongly Agree to 5 
Strongly Disagree. The statements were randomised in order to reduce bias and increase 
usability of responses. The survey was distributed using SurveyMonkey. 
6.5.2  Initial pre-testing participants 
The initial suite of questions were tested with a smaller group of 10 expert participants (see 
Appendix 18) in terms of consistency and reliability of the survey design. This initial group 
provided a broad range of expertise on the subject matter and on health system change and 
included members with clinical expertise, system leadership, practice development, 
community development and integrated care commissioning.  
6.5.3  Administration to the main survey participants 
The main survey was open over a period of 6 weeks in December 2017. At this point, 
participants had a 12-month involvement with ICP OP in using the framework.  
The key participants included over 200 personnel drawn from national and local roles in 
participating 12 pioneer sites. The majority of staff involved were comprised of clinical and 
managerial staff involved in implementing ICP OP. It is within these 12 sites that the author 
sought to understand the utility of the 10 Step Integrated Care Framework as a means of 
addressing implementation. In addition, a number of staff operating in support roles such as 
programme managers locally were included as their role is important to implementation. 
Likewise, a limited number (approx. 25) staff operating at strategic national level were included 
as they support key enablers of integrated care. This was justified on the grounds of their direct 
input to the programme, either as participants on the national working group older persons. All 
participants were offered the opportunity to participate in the survey. Clinical staff 
(geriatricians, case managers, allied health professionals) were also included in routinely 
returning process metrics data as part of their role within the integrated care teams.  
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6.5.4  Ethics 
The author has sought permission from the Ethics Committee, Trinity College Dublin 
(Appendix 19). This route was selected as the survey formed part of a bigger study conducted 
into integrated care as a means to implement universal healthcare care in Ireland. As necessary, 
requirements relating to data, confidentiality, informed consent, and minimal risk application 
form were fulfilled. The following facets of ethical issues were considered and managed based 
on the ethical principles, namely autonomy, beneficence, non-maleficence, justice/veracity, 
and confidentiality (e.g. after Beauchamp and Childress, 2001). The researcher fully explained 
the purpose and assurances around confidentiality and autonomy with survey participants 
including the right to not participate.  
6.6 Conclusion 
The process of getting from pre-mobilisation (planning) to mobilisation (implementation) is 
complex. Implementing integrated care is dependent on a multiplicity of factors.  
• These are simultaneously concrete and abstract in nature.  
• Different perspectives influence what is to be done, who should do it and how is to be 
done. This is usually influenced by the role and responsibilities of the individuals 
involved.  
o Service managers want to implement measures that address organisational 
pressures.  
o Clinicians want to implement clinical interventions that which improve patient 
outcomes.  
o Patients and carers are less concerned with theoretic models but want information 
(what is wrong, what can be done, when and who will do it).  
o All however are agreed on some basic assumptions.  
• People want to stay in their own homes and if they require care, they want 
this to be at home.  
• If they require hospitalisation, they want this to be brief and they would like 
their care to be co-ordinated so that they are not constantly (re) imparting 
information. 
In order to achieve this there many elements of implementation required attention.  
• This includes a common vision, common objectives that give mutual benefit 
to all and the means to realise the vision.  
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• In tandem with that is an obligation to demonstrable outcomes that represent 
value for money.  
In order to achieve this there needs to be a willingness to invest professionally and 
psychologically in the process of change.  
• This requires considerable effort and some courage on the part of local 
leaders, sometimes requiring them to step outside of their mandate or role.  
• There also is a need to resource the change  
• There also is a need to harness opportunities presented by ICT. 
This all adds up to an incredibly complex environment that requires programmatic management 
but equally a methodology that is agile enough to embrace unforeseen opportunities.  
A larger survey of pioneer site participants developed at the action taking stage was an 
opportunity to test the waters with regard to participants’ perceptions of the usefulness of the 
framework.  
















CHAPTER 7.  RESULTS   
7.1 Introduction 
This chapter (Results) and the following chapter (Discussion) comprise the Action Research 
Phase 4 Evaluation (Reflection).  
The chapter contains three main sections:  
1. Survey of participants involved in implementation: In the first instance, though 
mentioned at the end of the last chapter, the findings of survey are presented first. This 
assess the utility of the 10 Step Framework as a means of implementation to 
stakeholders involved in implementing integrated cares. It explores especially 
differences and similarities between key implementers (e.g. clinicians and managers).  
2. Structural indicators across all pioneer sites: Following this, data are presented that 
reflect implementation of the 10 Step Framework across all pioneer sites as well as the 
impact these changes are having within individual sites.  
3. Detailed impacts at pioneer sites A, B and C: The final suite of data addresses the 
more detailed impact within three selected pioneer sites outlined in the previous chapter 
(sites A, B and C). This is concerned with capturing structural and process metrics 
(multidisciplinary team client group, location of care, interventions delivered and 
outcomes) within and between selected sites the initial 6 months of operating. A two-
way comparison is made between the pioneer sites at a more mature implementation 
stage after a development period of 18 months (A v B), and another site at an earlier 
stage of development after a development period of 12 months (C v A).  
7.2  Participant Survey on perceptions of 10-step framework. 
The survey arrangements were presented earlier, and the results are presented here. 
7.2.1  Overall survey results  
The survey provided a snapshot in time of participants’ perspectives, especially of interest 
being responses from clinicians as against managers. Objectives and administration are 
discussed in the previous chapter. 
7.2.1.1 Responses   
The survey provided eighty returns from a potential sample of 180 participants. Of these, 50 
were fully completed, usable returns. This data set explored the fundamental research question 
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within this thesis, namely the utility of a conceptual framework as a means of implementation. 
A summary of the national survey findings is presented and primarily focuses on local 
operation managers and clinician leaders tasked with implementation.  
The profile of respondents (n=80) is as follows in Figure 40 to Figure 43:   
• Most respondents were in a clinical role (49%) followed by managers (26%) (Figure 40).  
• A significant number (30%) had a minimum of 10 years’ experience with the majority 
(59%) having > 20 years’ experience (Figure 41).    
• The majority of respondents were female (79%) reflecting the national norm across 
disciplines (64-88% female) (Figure 42).  
• There was a significant variation in response rates by Community Healthcare Organisation 
(CHO) ranging from 0-25% (Figure 43).  
 
 
























Role of Respondents (n = 80)
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Figure 41.  Experience of respondents 
 
Figure 42.  Gender of respondents 
 




























































% Respondents by Location (n=80)
202 
No response was received from CHO B. While the reasons for this were not formally evaluated, 
however, it is important to understand why this may have happened. The author and 
programme clinical lead had met with local leadership in CHO B and a substantial financial  
commitment had been made to the area. Initial interacts with key personnel from CHO B 
highlighted beliefs and concerns that were held locally: 
• This included a feeling that they were already ‘doing’ integrated care and that the 10 
Step Framework represented a constraint on how they had been working and might 
develop into the future.  
• In addition, a local strategic governance structure for older person services had been 
proposed and, whilst not at odds with the 10 Step Framework, there was a sense that 
the area had sufficient capacity to address its own challenges without external input.  
• A final factor may be that the allocation of funding was made centrally (i.e. at corporate 
level) without the normal process of developing a business case/programme initiation 
document that was negotiated/co-produced with ICP OP. This resulted in lack of clarity 
as to the mandate held by ICP OP.   





Governance 3 .905 
Population Approach 3 .6002 
Mapping Existing Resources 3 .726 
Care Pathways 3 .702 
Case management 3 .872 
MDT Working 5 .754 
User Input 3 .839 
Collaboration 2 .2463 
Technology 3 .6422 
Measurement 4 .718 
Table 19.  10 Step Framework , assessing internal reliability 
7.2.1.2  Latent variable reliability and consistency 
The 10 Step Framework is comprised of 10 reflective latent (unobserved) variables (or latent 
constructs). Each reflective latent variable (e.g. Governance) is comprised of a number of 
                                               
24         1 Cronbach’s Alpha – Ought to exceed 0.7 for good internal consistency 
        2 Mean inter-item correlation is within the acceptable range of .2 to .4 (when CA fails to achieve 0.70) 
        3 Constructs with a small number of items often fail to exceed 0.7  
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indicators (observed variables), each of which is a reflection of the latent construct (Lowry and 
Gaskin 2014). The internal reliability for each latent variable is assessed using Cronbach’s 
Alpha (Table 19). This measure indicates how well each indicator ‘hangs’ together within a 
single construct. A Cronbach’s alpha of at least 0.7 indicates good internal consistency for a 
set of indicators. 
 
Figure 44.  Utility of 10-step framework: All participants 
7.2.1.3  Perceived Utility of the 10 Step Framework (all respondents) 
The overall score over all 10 steps of the framework (a latent variable per step), was 4.47 out 
of a possible 5 (see Figure 44). 
The ratings were explored further by creating two categories, ≤ 3 or >3 (Table 20), and a further 
two categories, < 4 or ≥ 4 (Table 21).  
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Utility Rating of 10-Step Framework (n = 50) 
Likert Scale Options 
[1 = Strongly Disagree to   
5 = Strongly Agree] 
Neutral and below (≤3) Above Neutral 
(>3) 
Overall 10-Step Score  0% 100% 
Governance 22% 78% 
Population Approach 6% 94% 
Mapping Existing Resources 6% 94% 
Care Pathways 4% 96% 
Case management 6% 94% 
MDT Working 2% 98% 
User Input 4% 96% 
Collaboration 2% 98% 
Technology 0% 100% 
Measurement 4% 96% 
Table 20.  10 Step Framework Utility (>3) 
Utility Rating of 10-Step Framework (n = 50) 
Likert Scale Options 
[1 = Strongly Disagree to 5 = Strongly Agree] 
                <4 ≥4 
Overall 10-Step Score  8% 92% 
Governance 38% 62% 
Population Approach 22% 78% 
Mapping Existing Resources 10% 90% 
Care Pathways 14% 86% 
Case management 6% 94% 
MDT Working 12% 88% 
User Input 6% 94% 
Collaboration 2% 98% 
Technology 12% 88% 
Measurement 20% 80% 
Table 21.  10 Step Framework Utility (≥4) 
7.2.2  Exploring difference between respondents 
Comparisons were made of the scores made as between perceptions of clinicians and managers 
as the key client-system groups, and also by age, experience and national/local x using/not-
using the framework. 
7.2.2.1  Manager v Clinician views on the utility of the 10 Step Framework 
A key aspect of the research involved the utility of the 10 Step Framework. This essentially is 
concerned with whether the latent constructs representing the elements of the framework are 
considered by managers and clinicians to represent important areas to be attended to in 
achieving implementation (Figure 45 – Figure 48). Clinicians expressed a higher overall 
median score than against Managers (4.8 vs 4.4 respectively; U = 69, z = -2.504 p = .013).  
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MDT working scores for Clinicians (mean rank 21.85) were statistically significantly higher 
than for Managers (mean rank 12.27; U = 69, z = -2.504; p = .013). Clinicians are 76%  more 
likely (probability of superiority) to record a higher perceived MDT working score compared 
to Managers. The distribution of MDT Working scores for Clinicians (n=26) and those of 
Managers (n=11) were visually different (Figure 45), with some Clinicians scoring very 
highly, whereas few Managers were so highly complimentary. 
 
Figure 45.  Distribution of MDT Working Scores: Managers v Clinicians 
Other latent variables showed statistical similarity, with little to separate the two groups.  
For example, Collaboration mean score was marginally higher for Clinicians (4.87 ± .30) than 
for Managers (4.64 ± .47) (Figure 46). The difference at 0.23 lay within the 95% CI of -.01235 
to .47039, so this was not a statistically significant difference for this population sample.  
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Figure 46.  10 Step Framework Utility, Clinician v Managers: mean likert scale score (1 to 
5 scale) 
Further examination was made on the clinicians v managers comparison by counting the 
percentage of scores meeting a minimum thresholds of >=3 (Figure 47) and >4 (Figure 48) 
across all 10 constructs.  
The chart of percent scoring >=4 or more is quite differentiating: Clinicians are higher on 
overall, and most actions - population approach, mapping existing resources, care pathways 
case management, MDT working, and technology most actions, Managers are higher on 2 
actions - Governance and User input, with about equal on Collaboration, measurement. This 
indicates that a significant number of clinicians were substantially supportive of the framework, 
whereas the managers while supportive were more moderately supportive in their assessments. 
In terms of discrete actions, good support for all except a little weaker support for Population 

















































































Figure 47.  10 Step Framework Utility, clinicians v managers:  % scoring ≥3 
 
 
Figure 48.  10 Step Framework Utility, clinicans (blue) v managers (green): % scoring >= 
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7.2.2.2  Age and Experience 
Non-parametric inferential procedures were employed to explore differences in total utility 
ratings amongst respondents of varying age (Figure 49) and experience (Figure 50). Non-
parametric procedures were deemed appropriate with reference to concerns regarding 
normality and sample size criteria. The first test explored whether total utility scores differed 
between respondents aged <45 (n=21) and 45+ (n=29) years old. Whilst the distribution was 
similar, median 10 step total utility scores were statistically significantly higher in the < 45 
year old group (4.54) than in the >45 year old group (4.34), U=202.5, z = 2.005, p = 0.45. In 
that regard, the < 45 year old cohort is 67% (probability of superiority) more likely to record a 
higher 10 step total utility score when compared to the ≥ 45-year-old group. 
 
Figure 49.  10 Step Framework Utility (Age) 
The second test explored whether total utility scores differed between respondents with < 20 
years’ experience (n=20) and those with ≥ 20 year experience (n=30). The distribution for those 
with < 20 years’ experience (n=20) and those with ≥ 20 year experience (n=30) were similar. 
Median 10 step total utility scores were significantly higher within the < 20 group (4.55) when 
compared to the ≥ 20 year experience groups (4.33), U = 189.5, z = -2.188, p = .029. As with 
age, the less experienced group are 67% (probability of superiority) more likely to record a 
higher perceived 10 step total utility score when compared to the ≥ 20 year group.   
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Figure 50.  10 Step Framework Utility (Experience) 
7.2.2.3  National/Local x Using/not-using 10-step framework combinations 
A Kruskal-Wallis test was conducted to determine if there were differences in governance 
scores between groups that differed in their expressed engagement: the "National (Using 10 
Step)" (n = 9), "National (Not-Using 10 Step)" (n = 3), "Pioneer (Using 10 Step)" (n = 27) and 
"Pioneer (Not-Using 10 Step)" (n = 6). Distributions of governance scores were similar for all 
groups, as assessed by visual inspection of a boxplots (Figure 51).  
Median Governance scores were statistically significantly different between the different levels 
of expressed engagement groups (χ2(3) = 11.902, p = .008). Subsequently, pairwise 
comparisons were performed (using Dunn's (1964) procedure with a Bonferroni correction for 
multiple comparisons). This post hoc analysis revealed statistically significant differences in 
median Governance scores between the Pioneer (Not-Using 10 Step) (3) and National (Using 
10 Step) (4.33) (p = .008), but not between any other expressed engagement group 
combination. This indicates that national respondents and those who had experience were 
clearly supportive with occasional neutral scores, whereas those at local level who did not use 
it were mainly neutral (median) with some negative.  
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Figure 51.  Governance (Kruskal-Wallis test) 
7.2.3  Exploring latent variable pair-wise correlations  
The association between latent variable constructs was explored to determine if some areas 
correlated more strongly with others. Respondents that expressed high scores (i.e. stronger 
agreement) in governance also tended to expressed high scores in population planning and vice 
versa. The area highlighted in red in the following chart (Table 22) refers to respondents 



















1 25 - - - - - - - - - 
Popn.n .476** 1 - - - - - - - - 
Mapping .359* .689*
* 
1 - - - - - - - 
Care Path .012 .270 .383** 1 - - - - - - 





1 - - - - 
User Input .131 .385*
* 
.312* .202 .099 .144 1 - - - 
Collabn. .306* .472*
* 




1 - - 
Tech .096 .245 .343* .361*
* 
.068 .228 .178 .295* 1 - 
Measurmt. -.040 .441*
* 







Table 22.  Latent variable/construct associations 
A Spearman's rank-order correlation was run to assess the relationship between Governance 
and Population Planning: a preliminary visual inspection of the scatterplot (Figure 52) showed 
the relationship to be monotonic increasing (i.e. similar or higher levels of Governance, but not 
less, are associated with higher levels of Population Planning), with a moderately positive, and 
statistically significant, correlation between Governance and Population Planning at rs(50) = 
.474 and p < .01. 
 
                                               
25  
*   Correlation is significant at the 0.05 level (2-Tailed) 
**  Correlation is significant at the 0.01 level (2-Tailed) 
  The value of 1 in the diagonal represents a perfect association between any one variable against itself.  
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Figure 52.  Correlation between governance and population 
The following table explores associations between the 10 Step Framework constructs expressed 




Table 23.  Correlation between constructs (clinicians v managers) 
                                               
26  
✝  Correlation is significant at the 0.10 level (2-Tailed) 
*   Correlation is significant at the 0.05 level (2-Tailed) 
**  Correlation is significant at the 0.01 level (2-Tailed) 
1  The value of 1 in the diagonal represents a perfect association between any one variable against itself. The points in such a chart would be 
represented by a straight line, with each coordinate on the line. 
Clins n=26 Govce Popn Map CPath CasMgt. MDT UsInput Collab Tech Meas 
Mgrs n=11 
Governance 1 26 - - - - - - - - - 
Pop. 
Planningn 
.427* 1 - - - - - - - - 
.648** 




-.153 .348✝ .527** 1 - - - - - - 
.173 -.015 .574 
Case Mgt -.031 .202 .169 .121 1 - - - - - 
.247 -.030 .027 .432 
MDTs .363✝ .707** .534** .313 .138 1 - - - - 
.247 -.030 .027 .432 .247 
User Input .018 .327 .275 .375✝ .103 .331✝ 1 - - - 
.147 .530 .593✝ -.030 -.169 .091 
Collabn .349✝ .446* .286 .309 -.016 .477** .367 1 - - 
.650* .655* .509 .274 .192 .113 .024 
Tech .272 .316 .364✝ .418* .019 .207 .240 .253 1 - 
-.112 -.265 .325 .449 -.307 -.410 -.240 .232 
Measmt .149 .534** .445* .460* .282 .624** .462* .539** .356✝ 1 
-.230 .103 .293 -.389 .556✝ -.436 .664* -.194 .176 
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7.2.4  Exploring latent variable structural equation models 
A proposed Exploratory Structural Equation Modelling (SEM) (Benjamin and Gaskin 2014)  
was designed to explore a range of postulated associations (Figure 53). The latent constructs 
used in the SEM model featured in the 10 Step Framework.  
The development of these constructs involved a process of scale development using Q-Sort and 
Talk-Aloud. Smart PLS 3 SEM software was employed in the estimation of the proposed 
model. 
 
Figure 53.  Exploratory Structural Equation Model 
The following set of proposed hypotheses captures the essence of the proposed SEM model: 
H1:  Mapping has a positive association on Measurement  
H2:  Measurement has a positive association on Governance  
H3:  Measurement has a positive association on MDT Working  
H4:  Measurement has a positive association on Pathways  
H5: Measurement mediates the positive effect of Mapping, on MDT Working, Pathways 
and Governance 
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When the SEM was run, the following results were achieved: 
7.2.4.1  Model Fit 
Model fit issues are satisfied when the SRMR is less than .08. This model, despite achieving 
the minimum sample size, has a SRMR of .116.  
7.2.4.2  Construct reliability and validity 
Each construct has convergent reliability except for ‘Measurement’. This was assessed with 
reference to a composite reliability estimate, which exceeded 0.7 except for ‘Measurement 
which had a composite reliability of 0.689.  Each construct, except for ‘Measurement’ achieves 








Governance 0.905 1.094 0.925 0.821 
MDT Working 0.731 0.73 0.727 0.401 
Mapping 0.813 0.836 0.821 0.699 
Measurement 0.678 0.707 0.689 0.53 
Pathways 0.713 0.726 0.7 0.444 
Table 24.  Construct reliability and convergent validity 
7.2.4.3  Discriminant Validity 
According to the Heterotrait-Monotrait Ratio (HTMT), it is indicated that there is discriminant 





Mapping Measurement Pathways 
Governance 
     
MDT Working 0.417 
    
Mapping 0.515 0.669 
   
Measurement 0.151 0.547 0.59 
  
Pathways 0.344 0.552 0.578 0.668 
 
Table 25.  Discriminant validity 
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7.2.3.4  Significance of Construct Indicators 
Each of the t values exceeded 1.96 which indicates that all the indicators are statistically 
significant (Figure 54).  
 
 Figure 54.  Construct significance 
7.2.4.5  Significance of Path Coefficients. 
The hypothesis set out above for the SEM are tested using Smart PLS Software (Figure 55).  
 
Figure 55.  Path coefficients 
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Mapping -> Measurement 0.453 0.463 0.106 4.282 0.000 
Measurement -> Governance 0.131 0.111 0.237 0.552 0.581 
Measurement -> MDT Working 0.394 0.443 0.125 3.164 0.002 
Measurement -> Pathways 0.481 0.494 0.151 3.181 0.001 
Table 26.  Path coefficients 
Figure 54 and 55 in addition to Table 26 refer to the total sample (Managers + Clinicians). The reason 
that the numbers change (and they do not change very much), is a consequence of rerunning the exercise 
over several occasions. In other words, to explain the difference, one might use the following phrase: 
The preceding analysis was run using a bootstrap procedure using 5000 sub-samples. In bootstrapping, 
subsamples are created with observations randomly drawn (with replacement) from the original set of 
data. Each time the analysis is run, a different set of subsamples will be drawn and results will vary 
(marginally).  
Thus the inferences drawn are as follows: 
H1:  Mapping has a positive association on Measurement = Accept  
H2:  Measurement has a positive association on Governance = Reject 
H3:  Measurement has a positive association on MDT Working = Accept 
H4:  Measurement has a positive association on Pathways = Accept 
The following explores one proposed reason for the impact of independent variables on 
dependent variables, mediation (Table 27).   
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7.2.4.6  Mediated Effects 
Table 27.  Impact of mapping on variables 
These data suggest the following inferences re H5:  
H5 Measurement mediates the positive effect of Mapping for: 
(a) Governance     = Reject 
(b) MDT Working = Accept  
(c) Pathways         = Accept 
7.2.5  Interpretation of survey findings 
Much is made of the gap between managerial and clinical worldview (Callanan et al., 2002). 
The former is assumed to protect organisational interests, the latter to advocate for patients.  
However, in terms of the constructs within the 10 Step framework, observed differences were 
deemed most compatible with no important effects with the exception of MDT working. The 
survey results indicate that the framework has utility in implementation and the constructs 
within the 10 Step Framework as having validity. This is supported by the respondents 
understanding of the intention of the constructs within the framework. Their responses 
validated the reliability of the constructs as representing the right combination of elements. 
Perceptions identified through the survey data indicate that those who expressed high scores 
for pathways also expressed high scores for MDT working and measurement. Whilst it has to 
be acknowledged that, the results of the structural equation modelling (SEM) are bordering on 
acceptability this may be explained by sample size considerations. Nonetheless, a relationship 
between the elements within the framework have been established.  
It has to be acknowledged that the 10 Step Framework was a new conceptual framework that 
people had to engage with which challenged many of the established way of working. 














Mapping -> Measurement -> 
Governance 
0.059 0.061 0.114 0.52 0.603 
Mapping -> Measurement -> 
MDT Working 
0.179 0.212 0.089 2.007 0.045 
Mapping -> Measurement -> 
Pathways 
0.218 0.237 0.103 2.118 0.034 
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challenged the familiarity of working in their respective clinical and managerial areas. In that 
regard, it is not surprising that governance was an area where the most (albeit minor) difference 
surfaced. This required people to reconsider how shared authority and decision making 
operated and to set aside institutional interests in favour of the population needs. In addition, 
working within multidisciplinary teams, whilst not unfamiliar, is not always an easy transition. 
In particular, the challenge presented to high autonomy professionals is more profound when 
asked to work outside the familiar comfort of institutional (hospital) settings. This was all 
taking place in the absence of a formal policy, which made the risk more acute for all involved.    
A number of issues were surfaced by the survey findings that reflect the different worldview 
of participants. However, these were less diverse than might be anticipated. There was a high 
degree of consistency in terms of the findings and it appears from the survey findings clinicians 
and managers rate the framework as having utility. The constructs within the framework are 
rated with consistency and have validity. When comparisons are made between the two cohorts, 
they appear to be largely ad idem in terms of areas of shared interest or concern. No significant 
difference emerged between clinicians and managers with regard to the core constructs, the 
only difference (not statistically significant) emerging on the strength of agreement (strongly 
agree v agree). When age and experience were factored in it appears that younger respondents, 
i.e. those with <20year experience and or <45 yrs. old tended to rate the utility of the framework 
more highly.  
Where differences did emerge it revolved around perceived correlation between the constructs 
within the framework. Whilst common ground existed in areas such as a population focus, 
planning and resource mapping differences emerged in more discrete areas of MDT working, 
measurement and user input. This potentially highlights the different area of concern whereby 
clinicians are more ware of/focused on areas that directly impact on individual and patient 
populations and managers focused on structural and strategic goals. Where there are areas of 
commonality these tend to be on mapping resources for populations.  In summary, however it 
seems that there was a high degree of agreement on the validity and utility of the latent 
constructs within the 10 Step Framework.   
7.3  Evidence of fidelity and impact at programme level (national perspective)  
This section looks at all pioneer sites in the programme to get a sense of direction, and is 
followed up by more detailed specifics at pioneer sites A, B and C. 
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A key aspect of the metrics explored is the extent to which critical elements of the 10 Step 
Framework is being addressed. The evidence review pointed to case management, bespoke 
care pathways and MDT provision (thus providing access to comprehensive geriatric 
assessment in the community) as having the best evidence in terms of integrated care for older 
persons. The provision of integrated care is primarily targeted at older people with complex 
care needs. It therefore followed that an exploration as to ‘who’ was referred, ‘what’ was done 
(in terms of intervention) and where they were discharged to was critically important to 
understand. Finally, fidelity to programme intention as planned was also important to 
understand, i.e. was ICP OP delivering what it was intended.         
7.3.1  Commonalities and differences underlying any comparisons 
Whilst it is not possible to make full and definitive comparisons between sites, all pioneer sites 
follow the fundamentals of the 10 Step Framework. This at least sets evaluation within a 
consistent context and recognises that the service redesign process is developed in accordance 
with priorities set locally, these priorities being influenced by historic resource availability, 
existing care pathways (e.g. Falls), operational priorities, opportunistic developments and local 
clinical and managerial capacity.  
Structural metrics assess the extent to which the 10 Step Framework is being implemented 
within each site, with differences in terms of the elements of the framework being implemented 
at each, at any point. In tandem with this, process metrics provide a more discrete description 
of activity within these pioneer sites reflecting impacts of the new models of integrated care in 
action.  
7.3.2  Evidence of implementation completion - Structural Metrics 
(Heatmaps) 
One of the fundamental aims of the 10 Step Framework was to establish structures that would 
provide a roadmap for redesigning older person services. Progression on implementation of the 
framework is indicated by the number of discrete elements reported as ‘complete, partially 
complete or not started’ by the local governance structure. As noted in Chapter 5, 24 metrics 
were associated with the 10 primary structural indicators based on the framework. The number 
of metrics associated with each primary indicator ranges from 1-5.  
Each site returns their structural indicators twice per annum (Jan and July). The site status is 
reported on a range of scores from 1 to 3. A score of 1 indicates the element of the framework 
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has not started (red), a score of 2 indicates some progress (amber), with green attracting a score 
of 3 indicating associated actions are on track.  
Sites are given feedback on progess against the framework by the Service Improvement Leads 
at local governance meetings every 6 months.  
The aggregated indicator values are presented on a national heat map which gives an overview 
of structural metric status in pioneer sites that were established in three phases between 2016 
and 2018. This forms a census of progress. In Figure 56, two heat-maps are shown: one for 
Phase 1 pioneer sites, and one covering Phase 2 + Phase 3 sites. This data was taken in June 
2018.  
A stronger shading of green indicates greater degree of completion against structural metrics. 
Where there is partial implementation of structural metrics the element is presented as orange, 
meaning they are in-train but incomplete. A strong red indicates that few sites in that group are 
yet started and there is little progress on the structural indicators.  
The more/less elements and sites on track, the darker/lighter the shades of green/red. The fewer 
developed the greater the degree of orange/red.  
This data provides an at-a-glance red, orange, green status of an individual site. This reflects 
potential within sites, and allows them to target these areas, providing an opportunity to link 
with peers who have made progress and are in a position to share learning at ICP OP 
networking events.  
The measures are validated by the ICP OP Service Improvement Lead assigned to each pioneer 
site, and signed off by the local senior manager that co-chairs the governance group. When 
returned to ICP OP, areas of concern can be addressed specifically through additional 
resources, peer coaching, or programme mentoring.  
Evidence from the particular data on structural measures presented in the heatmaps is 
interpreted as follows: 
• Phase 1 sites, established in 2016, are making good progress against the various structural 
indicators (Figure 56). This reflects the fact that governance is well established and MDT 
working is establishing new ways of working such as deploying case management. 
Likewise mapping of resources is largely complete, whilst the development of new services 
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and care pathways is lagging a little. This is to be expected, given the time and complexity 
involved.  
• All sites are involved in measuring their progress and returning data. However, areas of 
concern include enablers, population planning, and supports to live well. This reflects a 
number of areas of weakness on the part of the national system in terms of a timely response 
in the area of ICT (e-HR), and the provision of population health specialists. In terms of 
supports to live well, the intervention of including of service users in local governance, 
facilitated by ICP OP, is a help to address this metric.  
• Phase 2 sites (sites that commenced in 2017) are demonstrating an earlier stage of 
development. Phase 2 sites took longer to develop, and whilst this is in part attributable to 
time required to develop, the most common feature of all Phase 2 sites that are lagging is 
the lack of attention to a local governance structure.  This has proven to be a fundamental 
prerequisite in order to meaningfully progress integrated care (this and related learnings are 
addressed in proposed revisions to the ICP OP methodology, presented in Chapter 8, 
Discussion).   
It has been noted that there was a form of ‘contagion effect’ (a term used by practitioners) of 
being a pioneer site, which was linked through the national networking days, and this was part 
of a reinforcing ‘ripple effect’ whereby the benefits of participation and success fed to more 
interest, and so on (see Appendix 16). 
This was evident in the interest expressed in becoming a pioneer site. Throughout 2019 ICP 
OP received expressions of interest in becoming a pioneer site from 8 areas. In doing so they 
established a local governance structure and developed a business case reflecting the 5-stage 





Phase 1 sites (June 2018) Phase 2 and Phase 3 sites (June 2018) 
CHO 5/ University Hospital Waterford 
CHO 6/ St. Vincent’s University Hospital (Dublin) 
CHO 7/ Tallaght Hospital (Dublin) 
CHO 8 /Our Lady of Lourdes Hospital (Drogheda) 
CHO 9/ Beaumont Hospital (Dublin) 
CHO 2/ Sligo University Hospital  
CHO 4/ Cork University Hospital/  
            Mercy University Hospital (Cork) 
CHO 2/  Mayo General Hospital 
CHO 3/  University Hospital Limerick 
CHO 5/  South Tipperary Hospital (Clonmel) 
CHO 5/  St Luke’s Hospital Kilkenny 
CHO 9/  Mater Misericordiae University     
               Hospital Dublin 
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Figure 56.  Structural indicator heatmaps (Phase 1 sites, and Phase 2 & 3 sites) 
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7.3.3  Evidence of implementation completion - Care Pathway x Site 
Incidence Matrix 
The degree of implementation of specific care pathways had been implemented is indicated in 
a site incidence matrix (Table 28). This shows which pioneer sites have implemented which 
care pathways. For convenience of comparison, these have been arranged in order of most to 
least - how many pathways have been implemented (sites per pathway), and at how many sites 
(pathways at each site). Phase One sites have from 3 to 5 pathways under development, while 
Phase Two/Three sites have between 1 and 4 new pathways under development. Ambulatory 
Care was the most frequent pathway, with In-patient, ED at the front Door, and Domicilliary 
Follow-Up by MDT, next most frequent, at the top end. Rehab, Living At Home With Supports, 
Residential Care Outreach, and PCT Care Team, had the least.  
Site Pathway 
CHO  Phase Ambulatory 
Care 




































































Ph 2/3   
★      1 
Number of 
CHOs 
13 12 9 7 6 3 3 2 2  
Table 28.  Site incidence matrix: Older Person pathways under development (national) 
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7.3.4  Evidence of implementation impact – Process Metrics 
The impact of these pathways developed under the 10-Step Framework was significant.  
Over 6050 new referrals were received by pioneer sites betwen July 2017-2018. As a result, 
3530 Comprehensive Geriatric Assessments were carried out, and 49% of patients were seen 
within seven days of referral.  
In order to cordinate care and develop services coherently, seven pioneer sites established a 
integrated care team hub, with five more having plans underway at the time.  
In principle, the implementation of an ambulatory hub appeared to act as a fulcrum from which 
a number of benefits accrued27 (see Figure 68). This was observed to improve service 
exerience for staff and patients, improve use of resources, and improve service impact. This in 
turn led to a culture change whereby working with ‘Older People’ was re-imagined as an 
attractive career choice (reinforcing ‘ripple effect’ already mentioned).  
The advent of proposed candidate Advanced Nurse Paractioners (ANP) in Older Persons 
typifies this change. The focus on older persons realised a total of 42 candidate ANPs 
specialising in older persons care which were aligned nationally to the integrated care pioneer 
sites. Over the intervening period, 1200 staff were trained in frailty education by the National 
Clinical Programme Older Persons. 
In terms of service impact, significant positive service impact was observed, as evidenced from 
a selection of data from pioneer sites that compares 2016 v 2017, and 2017 v 2018: 
• In one pioneer site (not pioneer site A/B) there was a reduction in Average Length of 
Stay (AvLoS) of 22% for patients aged 70+ (2017 v 2016). This represents 2.6 days 
and a notional saving28 of €3.2m for a €0.450m investment.  
• Similarly, pioneer Site A had a reduced AvLoS, by 5 days for hip fracture patients. This 
avoided the equivalent of approximately 1,000 bed days for people seen in crisis in the 
day hospital. A reduction of 3,938 bed days was achieved (2017 v 2016), representing 
a notional saving of €3.347m for a €0.380m investment.  
                                               
27 A fuller description and discussion follows in this chapter when discussing pioneer site A. 
28Savings are efficiency (value) rather than monetary gains 
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• In another pioneer site (again, not A/B) only 3% of patients seen by the integrated care 
MDT were readmitted within 28 days. This compared with a national level ranging 
from 9.8% to 15.4%.  
• In a further site (not A/B) there was a 34% reduction in AvLoS for people aged 85+ 
(2017 v 2018) and a 24% reduction in people aged 75+ (2017 v 2018). This represents 
a notional saving (or value) of €1.3m on an investment made of €200,000. In tandem 
with this the number of older people aged 75+ readmitted in the same period reduced 
by 24.9%. 
7.4  Evidence of fidelity and impact at site level (specifically pioneer sites A, B 
and C)  
The objective of this analysis is to show linkages between impact and degree of fidelity to the 
framework. These results are taken to be indicative of benefit derived from utilisation of the 
framework. 
As noted in the previous chapter, whilst 13 sites participated in the programme, two primary 
sites, three sites, A, B and C, were selected to provide a more in-depth exploration of the results 
of both structural and process metrics. An additional, more high level comparison was made 
between pioneer site A and pioneer site C.  
A and B are Phase 1 pioneer sites. The data analysis from A and B applies across two time 
points, at 6- and 12- month intervals after initiation of the ICP OP 10-Step Programme 
(2016/2017). C is a phase 2 site, and started later. 
Given the good grounds for treating age as a proxy for complexity and multi morbidity (Cleary 
et al., 2018; Smyth et al., 2016; HPO 2016; Blumental et al., 2016; O’Shea, 2015), and the 
particular disadvantage from defaulting to acute hospital EDs seen in Chapter 1, there is in this 
data a clear interest in activity related to the 75-85 group as a prime target group for integrated 
care.  
7.4.1 National demographic norms for reference 
From the discussion in chapter 6, the following summarises the demographic situation at the 
2016 national census, and site context. 
Of the national population of 4.8 million in 2016, 13.3% were classified as ‘older persons’, i.e. 
aged 65 or more, 5.5% were aged 75 years or more, and 1.4% were aged 85 years or more.  
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During the previous five years, 2011-2016, while the national population grew by 3.8% overall, 
the population of older persons grew by 19.2%. 
Of the older population, 77% were below 75 years, and 75% were at ‘marginally affluent’ or 
less. 
7.4.2  Pioneer Site A 
Pioneer Site A was a mixed urban/rural catchment. It was centred on an ambulatory hub, a 
repurposed day hospital, attached to a regional hospital (‘WICOP’29.) A had an age profile at 
or about the national norm, an established older population, and less affluence/more 
deprivation. 
Pioneer site A established their governance structure in the months prior to a bid for resources. 
Clinical leadership time was dedicated to cultivating support and to develop a common, shared 
vision.  
 
Figure 57.  Progress against 10 Step Framework (A) 
                                               










Pioneer site A - Progress against 10-Step Framework
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7.4.2.1  Progress against 10-step framework (A) 
Once established, the local governance group begun to address key priorities. In measuring 
progress against the 10 Step Framework, Figure 57 outlines progress over the initial 6 months 
(July-Dec 2017).  
7.4.2.2  Targeting complex older persons (A) 
A breakdown of the age profile shows that site A are targeting a cohort of older persons most 
likely to benefit from integrated care, the 75-85 group (Figure 58).  
 
Figure 58.  Age profile of referrals (A)  
A breakdown by gender shows a majority of females were referred (Figure 59)  
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7.4.2.3  Referral source (A) 
Referrals to site A were mainly from community sources, predominantly the GP (n=630) or 
from the acute hospital (n=15) (Figure 60).  
 
Figure 60.  Referral source 30 (A) 
 
Figure 61.  Location of MDT intervention 31 (A) 
                                               
30 Personnel: HSCP: Health and Social Care Professional. 
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7.4.2.4  Delivering MDT intervention (A) 
Interventions were located predominantly in the community (Figure 61), either in the Day 
Hospital (n=450) or another community location (n-260).  
The data indicates that a significant focus of the work in WICOP is on the provision of 
Comprehensive Geriatric Assessment (CGA) (Figure 62). A robust evidence base supports 
providing access to CGA (Ellis et al 2011 a, b, 2014) as a means of ensuring better outcomes 
for older persons. The co-location of the MDT in the WICOP hub facilitates CGA. A detailed 
analysis of 2,153 patient contacts recorded over this period (Cooke, 2018) shows the following: 
• 26.5% of patients attended once, 14.1% twice, 9.7% three to five times, and 1.2% 
between six and eleven times.  
• 62% of patients were reviewed by the Staff-Nurse for general assessment/facilitated 
CGA, with CNS and Physiotherapist involved 15% of the time, OT 4.2% and Social 
Worker 2.2%.  
• Direct Face-to-Face contact accounted for 89.4% of this activity. 
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Figure 63.  Direct MDT intervention contact 32 (A) 
 
Figure 64.  Indirect MDT intervention contact (A) 
There is also evidence that a significant amount of case management is taking place in the 
WICOP initiative. This involves direct interventions that take place ‘face to face’ with service 
users or indirect interventions that may involve a range of activities such as care coordination 
between providers, brokering services on behalf of the service user/carers or telephone contact. 
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A range of disciplines reported on the direct (Figure 63) and indirect interventions (Figure 64) 
associated with older persons in the 6/12 period and referrals to a range of other services reflect 
this approach becoming embedded.  
7.4.2.5  Discharge destination (A) 
The destination data (Figure 65) captures the location to which the patient is discharged. The 
data return indicated that ‘day hospital’ recorded as the discharge destination. This indicates 
that the majority of patients seen and treated by site A had their full episode of care managed 
within the day hospital and/or were ongoing cases. Otherwise their discharge back to their GP 
or PHN. Very few required ED or inpatient interventions. 
 
Figure 65.  Discharge destination by location from site  33 (A) 
As is consistent with other sites (B and C) the majority of cases were discharged back to the 
care of the PHN or Physiotherapist (Figure 66). This highlights the centrality of the PHN and 
Physiotherapist as key service components in older persons, integrated care design and delivery 
care. This merits further attention in terms of their inclusion in local governance structures. 
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Figure 66.  Discharge destination by discipline within site (A)  
7.4.2.6  Ambulatory Hub at A and qualitative impact assessment 
A core aspect of the local strategy was the re-design of services around an existing day hospital 
or Age Related Care Unit, into the form of a local Integrated Care Older Persons’ ‘Hub’ (see 
website www.wicop.ie, and Figure 67).  
The Older Persons’ service acts as an access point for assessment and interventions. This 
reflects an adaptation of a case management approach and the development of a single point of 
access. The latter is a particularly strong point in site A as all referrals go through this single 
point of access. This allows the utilisation of a case management platform that provides a 
number of important functions supporting a case management approach.  
The impact of the hub is substantial (Figure 68). It provides focal point for service providers 
and users of older person’s services. This can range from urgent access for health and social 
care needs to advice and information. This allows services to be planned and delivered in a co-
ordinated manner, using the full range of community services and statutory services, thus 
balancing health and social care provision.  
The Hub also allows for the provision of key enablers such as the development of a patient 
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pathways, clarification of responsibilities to ensure timely and adequate delivery of planned 
care and providing a forum for discussing complex patients. 
 
Figure 67.  Site A Ambulatory Hub (Age Related Care Unit) 
The functioning of this hub had a ripple effect (see also Appendix 16) which improved the use 
of resources and delivered a broad range of service impacts and cultural change. The resulted 
in ‘older persons’ becoming an attractive place to work, attracting trainees in medicine and 
advanced allied health practitioners. In addition, the work undertaken increased the social 
capital of the local team organisationally, which secured a 30-bed ward to be used exclusively 
for older persons 
The systemic impact of the ambulatory hub as a focal point for service organisation included 
key changes in culture, in improved use of resources, in service improvement and in patient 
experience. In terms of service experience, the primary point of access for ambulatory patients 
provided by the hub resulted in quicker access for 2,500 people in the first year of operation 
(same day if necessary) to an MDT who undertake a Comprehensive Geriatric Assessment 
(CGA) and give streamlined access to appropriate pathways. The onward service impact of this 
is significant in that it has supported a 5-day reduction in average length of stay for Hip 
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fractures, reduced medical discharges by 719 in six months and bed days used by 3,938 in the 
same period. This equates to a notional saving of €3.3m. 
A cultural change has seen a threefold increase in the number of nursing, health and social care 
professionals and non-consultant medical applicants to work with pioneer site A, resulting in 
an oversubscription of candidates. This contrast to the situation prior to this change where staff 
were assertively being recruited through word of mouth This attractor has seen the core team 
grow from 4 to 20 as ‘orphan’ services (e.g. Falls and bone health) become part of the hub. In 
addition, external partners have approached the hub to work collaboratively on nutrition, 
exercise programmes and research opportunities (see Appendix 16) with the addition of 5 
research post (3 PhD, a research nurse and an MD student). This has meant that a relatively 




















Figure 68.  Impact of Hub at pioneers site A (Cooke, 2018)
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7.4.3  Pioneer Site B 
Pioneer site B was attached to a primary care centre which in turn was attached to an acute 
hospital. It saw considerable domicilliary care.  
B had a younger general age profile, and a similar age and affluence/disadvantage balance 
within the older person cohort, but the older population was growing fast. B’s catchment area 
was larger than A. The catchment of B was a conurbation established in 1960s/1970s.  
7.4.3.1  Progress against 10-step framework (B) 
Pioneer Site B established a robust governance structure that allowed the strategic development 
of pathways, research and new ways of working (NWW) be addressed (Figure 69). The 
appointment of a Consultant Geriatrician provided leadership to the newly recruited MDT. The 
team was co-located with a primary care team and academic centre thus providing opportunities 
for co-location and research. The lead Geriatrician provided clinical governance and strategic 
leadership in tandem with the local Social Care and Primary Care leads. A new care pathway 
was initiated that put the ICP OP Integrated Care Team at the centre of the community care 
process for complex older persons. Work remains to be done on population planning, mapping 
resources and person centred care planning (PCCP).  
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7.4.3.2  Targeting older person with complex needs (B) 
As with pioneer site A, the profile of the caseload in site B is that of an older cohort of patients 
pointing to accurate targeting of the population most at risk and in need of integrated care 
(Figure 70) with a similar gender breakdown (Figure 71).   
 
Figure 70.  Age Profile of referrals, B 
7.4.3.3  Referral source (B) 
The team received a total of 132 referrals in the first 6/1234 of operation (Figure 73). The 
majority of referrals, 51% (n=68) came through the Department of Geriatric Medicine with 
40% (n=53) coming directly from General Practitioners. The team rate of referral varied by 
month with a peak of referrals received on the first 2 months of operating (n=73). The re- 
referral rate remains low suggesting that discharges from the team are stable.  
Referrals were typically seen within 2-7 days. A spread of referral sources is evident from the 
site B data with a majority coming each month from ‘community’ sources. This reflects the 
fact that the triaging of referrals takes place within the department of geriatric medicine before 
receipt by the integrated care team older persons. An average of 37 cases were being actively 
managed in a given month, with a total of 320 cases on the team caseload. The team saw most 
people for a period of ≥ 4 weeks.  
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Figure 72.  Referral source (B) 
7.4.3.4  Delivering MDT intervention (B) 
When the location of the intervention is explored, (Figure 73) there is a significant bias in 
terms of seeing people in their own homes or in a community day hospital. 
147
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Figure 73.  Location of MDT intervention (B) 
The most significant quantum of intervention revolves around assessment, development and 
administration of a care plan (Figure 74). This is founded on a comprehensive geriatric 
assessment which represents the gold standard in terms of older person care (Ellis et al 2011a, 
b, 2014) in a variety of care settings.  
A key component of effective integrated care is the deployment of the richness of a multi-
disciplinary team approach (Wodchis 2018). One of the metrics introduced by ICP OP was the 
specificity of clinician–patient contact. The direct (Figure 75) and indirect (Figure 76) 
contacts were captured and demonstrate a range of disciplines involved . Where there is no data 
captured but a discipline identified, this indicates either the post is unfilled (e.g. pharmacist) or 
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Figure 74.  Type of MDT intervention (B) 
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Figure 76.  Indirect intervention contact (B) 
The significant amount of activity recorded in indirect interventions reflects the nature of the 
core client groups’ complexity of need and the nature of a case management function. The 
adoption of a case management approach is a key component of ICP OP design and a period 
of over 4 weeks duration on a case typifies the team’s involvement. It is notable that whilst 
case management is traditionally a function undertaken by social workers, it is also being 
increasingly undertaken by nurses, occupational therapists, and physiotherapists. In addition 
the experience at B emphasises that the minimum functioning required for community MDT 
working is indicated by the core team membership outlined earlier.  
7.4.3.5  Discharge destination (B) 
When discharged the majority of patients were referred to their Public Health Nurse or GP with 
a spread of referrals to other services (Figure 77, Figure 78). Overall at site B, it is evident 
that the team engaged with a range of service providers, and supported transitions of care as 
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Figure 77.  Discharge destination by location from site (B) 
 





































































7.4.4  Pioneer Site C  
Pioneer site C was Attached to a day hospital. C had an older and more affluent population 
with moderate growth in the older population. C’s population was larger than B.  
Pioneer site C took a long time to recruit their MDT, including the clinical lead/consultant 
geriatrician. In addition, the governance structure in pioneer site C was limited to a small 
number of middle/senior managers and clinicians. Whilst this should have enabled the 
development of integration more readily this group tended to focus on more operational 
deployment and was less inclined to use the input of the SIL. 
7.4.4.1  Progress against 10-step framework 
Incremental, albeit limited progress was made against the structural metrics within pioneer site 
C (Figure 79). This may be related to the approach adopted locally to governance and the 
conceptualisation of the ICP OP team as an adjunct to rather than central to service 
delivery/redesign.  
 
Figure 79.  Progress against 10-step framework (C)  
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7.4.4.2  Targeting complex older persons (C) 
Pioneer site C demonstrates a focus on people over 75-84 years, indicating targeting people 
with complex care needs, and a gender balance similar to sites A and B (Figure 80, Figure 
81).  
 
Figure 80.  Age profile of referrals (C) 
 
Figure 81.  Gender of referral (C)  
7.4.4.3  Referral source (C) 
The team received a total of 113 referrals in the period July-Dec 2017. As with pioneer site B 
the majority of referrals, 68% (n=77) came through the department of Geriatric Medicine  
































were seen within 24 hrs of referral, 14% with 48hrs, 58% within 7 days and the reminder (n=6) 
seen outside of that timescale.   
 
Figure 82.  Referral source (C)  
7.4.4.4  Delivering MDT interventions  
 
Figure 83.  Location of MDT intervention (C) 
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Figure 84.  MDT intervention (C) 
As with pioneer site B, the focus was on assessment, the development of a care plan and 
administering of interventions. Pioneer site C did not indicate if it facilitated CGA but it is 
possible, though not confirmed that the ‘Assessment’ (7th item from left-hand side) return 
includes this (Figure 84).  
The team in pioneer site C was small (4 wte) and the low numbers indicated in the data on 
direct and indirect contacts for interventions (Figure 85, Figure 86) reflects the early stage of 
development of the team. The low number of direct contacts by the Consultant Geriatricians 
and Registrar suggests that they were largely hospital-based, or that care had been handed-over 
and was subsequently managed by other disciplines in the team. 
The low numbers during the period July-Dec 2017 was reflective of the low level of local buy-
in to integrated care as a catalyst for changing the model of care within the local care ecosystem. 
Instead, the integrated care team were perceived as yet another service added on to the wide 
constellation of existing services, instead of being central to activity and developments. This 
contrasts with site A which used the investment as the focal point for service redesign, as well 
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Figure 85.  Direct MDT contact (C)  
A high number of direct and indirect contacts was registered by the physiotherapist relative to 
other disciplines is especially evident when compared to the case manager who should, in a 
good balance, be registering a similar number of indirect contacts.  
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7.4.4.5  Discharge destination (C)  
As with pioneer sites A and B, the patients discharged after having been seen by the team were 
receiving ongoing support, or they were discharged back to their Public Health Nurse (PHN) 
or Primary Care Team (Figure 88). 
This again reflects the intention of ICP OP whereby the intervention of the integrated care team 
was designed to support primary/community services and enable support in the 
home/community thus avoiding hospitalisation or long term care. Further details of where in 
the primary care team people were referred is outlined in Figure 88. This gives a more detailed 
picture of patients ‘destination’ which indicates that in the main they returned to the care of the 
primary/community care practitioners, public health nursing in the main.  
 






































Direct destination (1), C
July Aug Sept Oct Nov Dec
250 
 
Figure 88.  Discharge destination by discipline within primary care team (C)  
7.4.5  Comparison of pioneer sites  A v  B  
A brief comparison is made between pioneer sites A and B in terms of demographic profile, 
performance and implications of the data on structural and process metrics.  
7.4.5.1  Relative demographic profile A v B 
In comparing pioneer sites A and B, it is worth noting the demographic contexts. pioneer site 
B has a greater number of people aged 65+yrs (22,000) which comprise 10% of the local 
population. This contrast with pioneer site A which is slightly above the national average in 
terms of 65+yrs at 14.4%. Pioneer site B has a much greater number in the 65-69yr cohort. 
3.4% of the population 65+yrs in pioneer site B are in age range of 75+ years. This compares 
with pioneer site A which has 5.9% of the population aged 75+ years.  The demographics in 
pioneer site B coupled with the deprivation indices (below the national average on all counts) 
which points to demand growing as this cohort ages. In contrast, pioneer site A has a higher 
than national average age dependency ration compare to a lower than average ration in B.  
7.4.5.2  Performance A v B 
Pioneer sites A and B were similar across a number of process metrics. they were both targeting 
older adult and had a similar gender breakdown in terms of female to male ratio (60/40). The 
nature of the interventions delivered were consistent between sites and consistent with the 
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geriatrician. In site B referrals were largely from GP/PCT as opposed to the Dept. of Geriatric 
medicine in pioneer site A. The consultants in site B had a greater input to the team and saw 
more patients. This contrasted with pioneer site A whereby the consultant geriatricians 
‘referred’ to the team and provided clinical governance. However, in both sites the consultant 
geriatricians had similar levels of direct interventions. Indirect interventions were largely 
undertaken by other disciplines.  
Finally, two points of difference emerged. The location of the intervention and the volume of 
patients.  Pioneer site A tended to see almost all patients with the Hub. In contrast, the location 
of pioneer site B work was within the patient’s home. Pioneer site A saw substantially more 
patients (1226 v 379), from which it could be deduced that the team were much more in touch 
with their population in the community.      
7.4.5.3  Implications concluded from AvB comparison  
Pioneer site A approached the task of implementing the framework in the context of 
fundamental service redesign. At the centre of this was the establishment of an ambulatory hub. 
This facilitated greater efficiencies, encouraged economies of scale, enabled service integration 
and created a structure that allowed greater MDT involvement. In contrast, pioneer site B 
utilised the team as an adjunct to existing services. Whilst functional and necessary, it does not 
offer the advantages of a hub at a systems level.  
Pioneer site B on the other hand works almost exclusively in the patient’s home. This has some 
advantages as it offers a more holistic perspective in terms of client’s needs. However, this has 
to be weighed against the volume of patients seen by pioneer site A which allows an 
incremental profiling and opportunities for anticipatory care planning, with respect to both the 
individual in the community and to the service. 
7.4.6  Comparison of Pioneer sites  C v A 
A further comparison was made to highlight some early differences between pioneer site A 
who has developed integrated services over 18 month period versus a further site, Pioneer site 
C. Both sites are similar in terms of scale (beds, staffing) and ED attendances. In the latter case, 
pioneer site C has implemented ≤ 1 element of integrated care, specifically a community based 
multidisciplinary team. 
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7.4.6.1  Relative demographic profiles C v A  
Pioneer area C has a smaller proportion of people in the 65+ year population than the national 
average, whilst pioneer area A has more. C has a more affluent population, while A has a 
significantly more disadvantaged population with higher levels of social deprivation and 
dependency. One would expect that the socioeconomic advantages of C would better support 
an aging population in terms of morbidity than A, and that one would anticipate pioneer site A 
to experience greater service pressure, earlier presentation of frailty and more complex care 
needs than C.  
7.4.6.2  Relative ED attendances and admissions C v A 
Despite the relative socio-economic advantage, it is interesting to note that despite an increase 
in attends (14.4%) for people aged 75+yrs in pioneer site A, admission rates have reduced by 
14.8% (75+yrs) when comparing Jan 2018 v 2019. Pioneer site C saw attends (9%) and 
admission rate (5%) increase in the same period (Table 29).   
                                     ED Activity monthly, January 2019 
 Pioneer site C  Pioneer site A 
 Jan 2018 Jan 2019 % Change  Jan 2018 Jan 2019 % Change 
Attendance 75+ yrs 864 942 9.0%  555 635 14.4% 
Admission rate 75+ yrs 53.3% 56.1% 5.2%  49.3% 48.0% -2.5% 
Admission rate 85+ yrs 56.2% 56.4% 0.4%  60.6% 53.2% -12.3% 
Unscheduled returns 75+ yrs 0% 0%  -  6.1% 5.0% -17.5% 
Table 29.  Comparison of 75+yr attends and admits: C v A 
This suggests that there is a tendency to default to admission in pioneer site C when people 
present to hospital and this indicates that the availability of ambulatory alternatives to 
hospitalisation in pioneer area A reduces the likelihood of admission.  
This is an important finding as one of the key challenges for older persons outlined in this thesis 
(chapter 1) is associated with service access. The problems asociated with access means older 
people default to hospital unnecessarily which sets in motion a series of events that lead to poor 
outcomes (prolonged ED waits, longer length of stay etc. see Chapter 1)  
Pioneer site A was the first to introduce an ambulatory hub which addressed the critical design 
features identified in the literature: bespoke older person pathways and access to community 
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based, multidisciplinary teams who undertake comprehensive assessment of those with 
complex care needs. 
Providing a single point of access that enables older people to access specialist care is an 
important component of ICP OP. It avoids defaulting to hospital with the attendant risk of 
admission and deterioration and helps to prolong care at home. In the absence of this older 
people are referred to, or they self refer, to an Acute Hospital.  
Differences between pioneer sites C and A in terms of the rate of self referral by older persons 
to the Emergency Department (ED) is highlighted in the data in Figure 89 and Figure 90 for 
January 2019. The average daily number in pioneer site A is 5.3 self referrals per day, and this 
constitutes 26.1% of the overall source of ED referral. It contrasts with pioneer site C who have 
an average daily self referral rate of 31 which constitutes 59.8% of all referrals. This difference 
is greater when one excludes weekends when the ambulatory care hub is closed.   
 
 
Figure 89.  Referrals to ED of patients aged 75+ , average over days of the week (Jan 
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Figure 90.  Referrals to ED of patients aged 75+ , average over days of the week (Jan 
2019) (C)   
7.4.6.3  Relative discharge data, C v A 
A further comparison between pioneer sites A and C is in the provision of a specialist, cohorted 
ward providing specialist care to older people with complex care need at A. When comparison 
is made in terms of length of stay for people with moderate frailty, i.e. patients with a number 
of co-morbidities and social care needs, pioneer site A fairs better. There is a with a lower 
length of stay, 21.5 versus 26.7 days (Figure 91) evident in the data when captured over 11 
months with overall lenghts of stay also lower.  
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Figure 91.  Pioneer sites C v A: Discharges per week and Average Length of Stay (AvLoS). 
While it was difficult to interpret the number or balance of people being discharged as between 
C and A at different levels of frailty, however site C appeared to be discharging with a 
progressively higher length of stay than A for higher degrees of frailty (Figure 91).  
In pioneer site C, 26.5% of hospitalised patients aged 75+ go from the acute hospital into a 
nursing home (average=134 per month: range = 118-156 patients per month). When discharged 
from pioneer site A, 14.4% of hospitalised patients go from the acute hospital into a nursing 
home:  they appear to be more likely to return home and avoid long term (residential) nursing 
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Figure 92.  Destination of Discharge from Hospital (A) 
 
Figure 93.  Destination of Discharge from Hospital (C) 
This data is undifferentiated in terms of the number that go home after a period of convalesence 
from a nursing home. Even allowing for this, there is still a significant contrast between Pioneer 
site C and pioneer site A.  
When comparing discharge destination, it is important to compare other salient and possibly 
















Destination of Discharge from Hospital, Pioneer Site A
by destination (cluster of months)

















Destination of Discharge from Hospital, Pioneer Site C
by destination (cluster of months) 
Dec Jan Feb Mar Apr May Jun July Aug Sept Oct Nov
257 
An important variable within this comparison is the availability of homecare whereby more 
ready access to homecare in pioneer site A might enable people to be discharged home more 
readily. In that regard, comparisons between pioneer site A and pioneer site C have been 
matched as much as possible in terms of Community Healthcare Networks covered by the 
respective hospital sites.  
• In pioneer site C, approx. 460,000 homecare hours were provided in 2018. This 
included an increase of 180,000 hours.  
• In contrast, pioneer site A had provision of 390,000 homecare hours in 2018, including 
110,000 additional hours.  
This indicates that pioneer site C had more community homecare capacity but admitted greater 
numbers of older person to long-term institutional care from hospital.  
In contrast, pioneer site A managed to discharge a lesser proportion of older people to 
institutional care despite lower community homecare provision.  
7.4.6.4  Indications concluded from CvA comparison 
As indicated in comparing A v B, pioneer site A undertook a sustained fundamental service 
redesign in addressing the 10 Step Framework. This included the establishment of an 
ambulatory hub which facilitated greater efficiencies, enabled service integration and allowed 
greater MDT involvement. In contrast, pioneer site C (in a manner similar to B) utilised the 
team as a an adjunct to existing services. This meant the team were a referral option rather than 
placed at the centre of service redesign.  
Pioneer site C (again similar to B) worked almost exclusively in the patient’s home. However, 
this again has to be weighed against the volume of patients seen by pioneer site A which allows 
an incremental profiling and opportunities for anticipatory care planning.  
A significant finding in exploring the data on A v C is the number of older people ‘defaulting’ 
to the emergency department in pioneer site C. This suggests that the presence of an ambulatory 
hub, acting as a single point of access may play a role in providing a more easily accessible 
source of healthcare. This may encourage earlier referral to MDT assessment and treatment 
which contrasts to the traditional referral to a consultant outpatient clinic as the only alternative 
to specialist care.  
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7.4.7  Implications of comparisons A v B, and C v A 
Undertaking comparisons between sites is problematic. The situational variables are too 
numerous to control and several differences shape the 'performance' of sites. The amount of 
resource available from ICP OP, historic investment, leadership intent and interest are all 
beyond the scope of ICP OP control.  
However, fidelity to the core elements of the 10 step framework was observed in all sites 
explored. These include the development of bespoke pathways, initiating specialist older 
person MDTs with a community focus, and adopting a case management approach. This latter 
point is reinforced in an exploration of the complexity of cases seen in all sites.  
Teams were targeting older people (75+yrs) with high and complex care needs (see Appendix 
20). This addresses the fundamental logic of introducing integrated care, i.e. that there is a 
cohort of people for whom the existing system was not designed and their complexity, in terms 
of multiple health and social needs, requires a co-ordinated response. 
However, the utilisation of ICP OP resource as an ‘add on’ to existing resources offers an sub 
optimal outcome in terms of investment. In pioneer site A, the investment became a catalyst 
that enabled the redesign of older person services. It created a ripple effect that magnified the 
impact when used in combination with existing resources. This in turn enabled services which 
had evolved to be ‘orphan’ services, to become conjoined with the hub resulting in an impact 
that was much more than the sum of its parts. Within this are core messages in terms of scaling 
integrated care and an associated approach to implementation. 
7.5  Evidence of implementation impact: Cost analysis of cases at pioneer 
sites A, B, and C 
Critically for national strategy, this also resulted in notational savings of €3.3m. Local case 
data supported this.  
A random sample of 100 in-patient records were retrospectively reviewed. This review yielded 
the following information:  
• The intervention in pioneer site A prevented 26 medical admissions (1,082 bed days 
based on median length of stay) from a similar cohort of complex patients (Cooke 
2018).  
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• This interpretation is reinforced when triangulated with data on access at pioneer site 
C, in terms of average daily ‘self referral’s to ED by persons of 75+ years:  
o Pioneer site A had 5.3 self referrals per day, or 26.1% of overall ED referrals  
o Pioneer site C had 31 self referral per day, or 59.8% of overall ED referrals.  
o This difference is greater when one excludes weekends when the ambulatory 
care hub is closed (22%).   
In pioneer site B, improvements were noted: 
• PET improved considerably.  
o Whilst it is not possible to attribute this directly to ICP OP (a project targeted 
specifically at PET was not funded nor designed by ICP OP), the development 
of a Frailty at the Front Door Initiative, whilst funded internally by the hospital, 
was heavily influenced by work in two other pioneer sites.  
• the overall admission rate of 75+yrs has fallen (-1.3%) despite a substantial increase in 
attendance (8%). 
• In addition, patient experience time (PET) improved: 
o people waiting < 6 hours improved from 19% to 31% (reduction 38%),  
o people waiting < 24 hrs increased from 87% to 96%. In other words, almost all 
patients now got into a bed within a 24 hr period. This compares with the very 
large percentage of admitted older persons on trolleys for 24+ hours reported in 
Chapter 1. 
• Finally, length of stay (LoS) changed little (reduced by 2.1% or 0.3 of a day) between Dec 
2016 and Dec 2017 and remained high relative to other equivalent hospitals. 
7.6  Overall conclusions of pioneer site data  
The data from the period selected demonstrates that the 10 Step ICP OP Framework defines 
necessary ingredients in order to integrate care for older people. It also provides a methodology 
for the implementation of integrated care for older persons that supports clinical and managerial 
leaders.  
In contrast to the situation of stagnation and decline reported in the 2011-2014 audits 
(referenced in chapter 1), the national heat-map (Figure 56) highlights that there has been 
significant adoption of, and fidelity to, and the framework, including significant incremental 
development of framework elements.  
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In addition, the number of care pathways under development has expanded significantly (Table 
28), as has the number of sites expressing an interest in joining the programme which had 
grown from 6 to 13 in 3 years. 
The discrete data (structure metrics) show that both pioneer sites A and B and C demonstrated 
the capacity to mobilise multidisciplinary teams, undertake case management and target older 
people with high complexity. They also demonstrated care delivery taking place in non-acute 
(community) settings, which is critically important as a psychological shift towards care in or 
near home. These evidence the framework elements being realised in practice.  
This progress in discrete elements of pioneer sites A and B and C is reflected in the range and 
location of interventions and the nature of those interventions. The changing locus of care, 
specifically in community bases (primary care and ambulatory hubs) is testament to that.  
The fact that different pioneer sites could mobilise a new service model in an opportunistic 
manner (depending on local context and resources) whilst also delivering a common model 
(MDT, new care pathways) supports the case for the framework being agile enough to have 
local and national utility. If it was not so responsive, it would have been rejected as a process 
lacking legitimacy. 
The early data from pioneer site A, attributable to the establishment of an ambulatory hub, is 
especially encouraging when compared with other sites (B and C) who operate a more 
‘peripatetic’ MDT model rather than a hub: 
• In relation to people aged 75+ between Jan 2018 and Jan 2019, despite an increase of 
14.4% in attendances at Site A, the rates of admission rates fell by 2.5%, whereas at site 
C, for a marginally lesser increase in attendances of 9%, there was an increase in 
admissions of 5.2% (see Table 29). 
• Significant efficiencies were achieved such as improved access, reduced lengths of stay 
and economies of scale (see Figure 68).  
A range of measurements contribute to a comprehensive profile of the performance of the 
implementation activity at the pioneer sites.  
The first part reports a quantitative survey of participants and some non-participants at local 
and national level. Measured against each of the elements of the 10-step framework, it reports 
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a good concurrence between managers and clinicians in terms of a feeling of beneficial 
achievement. This was a significant state of affairs. 
A review over all pioneer sites indicates a progression at Phase One sites well ahead of Phase 
Two sites which started later. Process metrics indicate significant progress in important activity 
like geriatric assessments. A ‘ripple’ effect was observed in terms of engagement and 
outcomes, and the perception the outcomes were valued, thus spreading interest in engagement 
further and wider across the national range of sites. 
A detailed comparative analysis of sites A v B and C v A indicate the advantages of the hub at 
pioneer sites A, with significant progress in both operational (process metrics) and 




CHAPTER 8   DISCUSSION 
‘The experience of organisations that have made the transition to integrated care is 
long and arduous. Managers need to plan over an appropriate timescale, typically  
five years and base their actions on a coherent strategy, (Ham and Walsh (2014, p.7).  
8.1  Introduction  
This chapter (Discussion) and the previous chapter (Results) comprise the Action Research 
Phase 3 Evaluation (Reflection). 
The Integrated Care Programme Older People (ICP OP) was tasked in 2016 with designing and 
testing a new model of integrated care for older persons. The fundamental rationale was driven 
by the need to move away from a hospital-centric care system founded on acute illness and 
single-disease presentations. Older people live with multi-morbidity, they often require social 
interventions, and when in need, they have limited choice but to access a health system that is 
fragmented and difficult to navigate. The mismatch between their needs and existing service 
models manifests itself not only in access issues but also through a lack of care co-ordination, 
as discussed in the opening chapter of this thesis.  
This led to the research question for the work done for this thesis: “What approach can be 
developed that supports implementation of integrated care for older persons in Ireland that 
reflects the lived reality of those involved at the ‘sharp end’ of health and social care, in 
particular the clinical and managerial leaders?” (from Chapter 1). 
The proposed solution was to develop and test a model of integrated care that had the potential 
to be scaled nationally. In addressing this, two immediate challenges were identified. The first 
was that integrated care is a polymorphous concept, i.e. a concept that can have many 
manifestations and meanings, depending on the role and vantage point of the individual 
engaging with the concept. Secondly, implementing change in health systems is notoriously 
challenging, especially where systemic change is involved. Thus the diagnosis was that there 
was a weak consensus on how to implement integrated care, and the working hypothesis was 
that a framework approach broadly combining ‘hard edges’ and ‘soft edges’ was required to 
give balanced structure to the work on implementation to ensure a lacking definition of, and 
fidelity to, necessary elements. 
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This was a policy challenge, and responding to it involved bringing together two discrete 
corresponding bodies of knowledge – content and process.  
The complexity of the challenge included addressing philosophical, practice and organisational 
issues, a point not widely appreciated (Sadler et al., 2019). An initial rapid review was carried 
out to establish what effective evidence-based interventions supported integrated care design 
for older persons. A second literature review demonstrated the need to understand and attend 
to the dynamics of implementing systemic change in complex adaptive systems, and 
dimensions necessary to address in doing so. Both of these were combined into the 10 Step 
Framework which provided a conceptual description of the necessary building blocks to 
address the challenge based on these literature bases.  This activity addressed the first objective 
of the thesis: (1) Define the key ingredients to integrate health and social care for older 
persons. 
Thus the framework contained findings from evidence-based interventions and was 
underpinned by socio-technical theory as well as evidence into insights from change in 
complex systems. It provided both a conceptual roadmap of what integrated care meant in 
practice as well as a means of translating the concept of integrated care into concrete actions 
for those responsible for introducing change.  A developmental process included clinical and 
managerial leaders and others concerned with its possible use, lending to it a sense of practical 
and professional validity. In doing so it has met the second objective of the thesis: (2) Develop 
and validate a means to support systemic implementation.  
The survey results in particular established that the framework carried validity with clinical 
and managerial leaders as having a high degree of utility and in doing so has mobilised key 
actors, thus meeting the third research objective: (3) Mobilise key actors in the change process.  
The framework allowed for sensitivity to local context and allowed some latitude in terms of 
interpretation, prioritisation and ownership of implementation. This met research objective 
four: (4) develop a common narrative on what good looks like that is agile enough to have 
relevance and utility locally and nationally, supported by data to demonstrate impact.  
The ‘common narrative of what good looks like’ was addressed in an important part by the 
development of data-gathering and associated metrics that captured community activity, and 
especially the data dashboard that provided a suite of bespoke older person data for the first 
265 
time in Ireland. This data supports the work of clinicians, managers and policy makers  in 
making a strong case to expand integrated care, and to shift to a population-focused approach. 
An in-depth exploration on the use of the framework in practice in selected pioneer sites, 
enabled by this bespoke older person data collection and presentation system, has shown that 
it had significant impacts on their activities resulting in improved structure and process 
performance indicative of achieving significantly better outcomes to patients, those serving 
them, and those charged with managing national resources devoted to health and social care.  
This incidentally led to ICP OP being involved in framing the ‘next generation’ of health and 
social care reform within the context of an Enhanced Community Care Fund.  As the 10-Step 
Framework gained recognition as a national model to guide implementation, pioneer sites have 
growth from 6 to 13 over the past three years.  At May 2019, a further 8 sites had submitted 
business cases to become pioneer sites.  
In addition, the framework methodology has been adopted by other programmes (e.g. Chronic 
Disease, and Rehabilitation) and it has been mandated by Slaintecare as a point of reference 
for funding integrated care initiatives. 
8.2  Overview of key findings  
This section addresses findings on implementation as they apply to the objectives of this thesis 
in more detail. At a macro level, the use of and contents of the 10 step framework as both a 
concept map and a method of implementation reinforces the need for an accompanying agile 
mixture of emergent, negotiated and planned approaches as reflected in Greenhalgh et al 
framework (2004).  
These findings cut across the diffusion of innovation framework proposed by Greenhalgh et al. 
(2004) and reflect the complex and emergent nature of systemic change noted in the literature, 
and encountered in action-taking: whilst the central importance of the 10 step framework is as 
a conceptual anchor, the framework needs to be given life with surrounding methodology. 
The following sub-sections give an overview of specific findings reflecting the authors 
implementation experience in terms of supports of change, and the following section addresses 
specific elements that require attention. Following that, the set of methodologies is described 
in relation to each other and an overarching and general framework is presented. 
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8.2.1 Supports for change 
A literature review exploring improvement attributes in healthcare and implications for 
integrated care (Harnett 2018) made in advance of the development of the 10-step framework, 
and it identified five domains necessary to address in advance of implementation. These 
revealed the need to attend to culture, organisational elements, process issues, 
personal/professional agendas and leadership, and to ensure these are mobilised in unison. 
Key elements of the 10 step framework are summarised and cross referenced with the key 
domains in Table 30. This is done with the benefit of reflecting on the process of 
implementation over the past three years and associated lessons learned.    
 
       Element 
 
Framework domains  
Cultural 










1. Governance (population 
focus) √ √  √ √ √ 
2. NWW/ MDT/Ambulatory 
HUB √ √ √ √ √ 
3. Pathways/Resource 
Mapping √ √ √ √ √ 
4. Enablement   √ √ √ √ √ 
5. Networking  √ √ √ √ √ 
Table 30.  Cross-referencing check on ingredients of implementing integrated care (Ch 3) 
with the 10-Step Framework (Ch 4) 
The critical importance of governance cannot be overstated. Key local leaders have to 
demonstrate overt support (practical and psychological) which subsequently transcends all 
aspects of the change process.  The leadership group also have to commit to a ‘population 
health’ mind-set. This shifts the emphasis towards addressing population needs rather than 
fixing ‘institutional’ problems. If they do not share this common philosophical stance this 
undermines sustainable change and will not yield a shared dividend.  
When this stance is adopted, it provides organisational ‘air cover’ and allows practitioners 
(clinical and managerial leaders) to explore New Ways of Working and develop/reforming 
service models. This reform/development has multi-disciplinary teams adopting a community 
facing approach and working from ambulatory hubs. These act as a focal point (a form of 
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‘docking station’) for both strategic and operational change (i.e. integrating narratives of 
resource, as well as coordination and care).  
This allows new care processes to emerge and facilitates practitioners to lead service 
innovation. In turn this positively influences the culture, and lends itself to a critical mass of 
people adopting this model. In turn this ‘normalises’ and socially endorses new ways of 
working. The process of care pathways redesign in itself also addresses the five domains of 
change (Table 30). Mapping existing resources and designing new care pathways 
simultaneously addresses all domains. The dialogue and external influence from ICP OP 
challenges the status quo, in culture and thinking, and introduces new care processes. In doing 
so it increases professional engagement and allows dispersed leadership to emerge.    
The influence of social networks in the process to date, especially between clinical (health and 
social care) practitioners cannot be underestimated. There were, at the end of June 2019, 102 
practitioners (core MDT members) involved in developing and delivering this model within 
the 10-step framework. This does not include affiliated practitioners such as Advance Nurse 
Practitioners (n=63 wte) in Frailty Teams in Emergency Departments (n=43wte) working with 
ICP OP specialist older person teams. Of all Consultant Geriatricians, 27% (n=28), had a direct 
involvement in ICP OP in 2018, either as clinical lead for an MDT/Service or on a shared 
rotation. This had a significant impact in terms of endorsement and getting social momentum 
behind the programme.  
The bi-annual ICP OP networking events, held in the Royal College of Physicians or prominent 
government buildings, had a significant influence. This peer-to-peer exchange thematically 
followed the 10-step framework, and allowed each site to explore the operational delivery of 
abstract and/or new concepts (case management, nursing home outreach, ambulatory hub). In 
turn these sessions allowed ICP OP to shape the agenda, get feedback and fine-tune strategic 
changes to the programme (e.g. measurement).   
The ICP OP network meeting facilitated local leaders to share their experiences and ideas, and 
to support one another. This reflects some of the lessons from implementation of systemic 
change (Casebourne, 2014; Massoud et al., 2006) by attending to the need for professional 
networks to influence and to socially construct ‘what good looks like’.  
By the end of June 2019, 51% of all Consultant Geriatricians nationally (n=53) were directly 
participating in the programme. Between 2016 and 2018, the number of sites grew from six to 
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fourteen. A further eight sites submitted business cases with the intent of becoming a pioneer 
site. This represented a three-fold increase in participation over 2 years. This latter point is 
critical in terms of growing a social movement that endorses and supports change in complex 
adaptive systems (after Braithwaite, 2018; Greenhalgh et al., 2004, and Dixon-Woods et al., 
2014).  Consequently, it appears that adopting a framework approach as an implementation 
methodology has demonstrated utility in the context of the messy, complex reality of people 
responsible for doing the implementation.  
Finally, the role of the service improvement leads (SILs) working in tandem with local project 
managers was critical to implementation. These roles acted as a ‘midwife’ to the change 
process and actively supported the framework. The involvement of the SILs included both 
technical/ practical support and psychological support. This included guidance material (ICP 
OP 2017, 2018), ICT hardware, resources (finance and human resources/wtes), linkages with 
other pioneer sites, and motivational support. This reinforced the social dimension (part of a 
bigger movement for change) as well as external leadership. As the ICP OP gained experience 
the key elements outlined in this overview were crystallised and refined. The assertive 
involvement of the SILs working in tandem with a local project manager is a particular point 
of difference from other clinical programmes.  
8.2.2 Would this change have happened anyway? 
It is worth considering if the change would have happened anyway in the absence of ICP OP. 
It is certainly true that integrated care is gaining a higher policy profile internationally and in 
Ireland by virtue of Slaintecare.  
However, the existence of a concept (or indeed a service model) does not automatically 
translate into implementation. For example, the National Clinical Programme for Older People 
published its acute model of care in 2012. Whilst this model was not focused on integrated 
care, an audit of implementation in 2014 revealed an actual deterioration in terms of age attuned 
acute services nationally. Indeed, at an earlier time, a policy document published in 1988 
(Robins 1988) had proposed district teams with case managers dedicated to ‘the elderly’. This 
was met with widespread approval but did not get implemented (Appendix 1a). This was also 
the case with other policy statements on older people (Government of Ireland 1994, p.67; 
DoHC, 2001) where targets were set to ensure older at least ‘90% of older people lived in their 
own homes’ (The rate of 10% in institutional care is twice the current 4.8% in long terms care).  
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Therefore, it cannot be assumed that either government setting out policy, or professional 
bodies defining best practice, will translate into operational reality without a means of 
implementation.  
The publication of the Slaintecare Implementation Plan (2018) means that integrated care is 
now on the agenda for planners and by extension for managers. It is possible that this plan 
would have driven incentives that supported integrated care. A Slaintecare Integration Fund 
(€20m) Year 1 was advertised in March 2019. 450 applications were received of which 80 
projects were deemed to be addressing integrated care for older persons. ICP OP was invited 
by the Slaintecare office to review the older person submissions under a number of key criteria, 
prominent among this was the concept of ‘alignment’. In other words, to what extent is the 
proposal was stand-alone or part of a more systemic, i.e. integrated, approach. 72 proposals 
were not recommended for funding as they were stand-alone projects that sought to address 
issues like staffing deficits, or to sustain existing services, or to initiate a new technology.  
In the main, the submissions did not reflect partnerships across services (including statutory 
and non-statutory) and in some instances they were internally disconnected from potential 
partners. This reinforces that need for a function fulfilled by ICP OP that attends to systemic 
design and implementation in order to avoid the persistence of fragmentation based on 
individual and disconnected worldviews.  
In that regard, a programme such as ICP OP provides a conceptual map and operational 
linkages that allow implementation to happen systemically.         
The early indications from the structure and process metrics indicated that design changes 
within pioneer sites were delivering positive results. These included new teams, redesigned 
pathways, locations of service delivery and roles. In turn, the work of pioneer sites was 
generating a ’ripple’ effect locally and nationally. The ripple effect within pioneer site A 
(elaborated by Cooke, 2018, and presented in Appendix 16) illustrates how previously-
disconnected services were joining-together much more coherently and attracting positive 
interest in other sites. Momentum that built behind the project attracted staff to work in older 
person services. For example, this in turn yielded interest in research activity, thereby 
enhancing team credibility. This in turn was having a positive effect in the region in terms of 
developing networks to accentuate the work. In complex systems, the story of the change 
processes is, in many ways, a measure of achievement in itself. 
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8.3 Insights into Implementation  
In order to achieve integrated care there are many elements that need to be attended to, 
surrounding the core conceptual map (i.e. the framework). This includes a common vision of 
objectives that are perceived to give mutual benefit to all, and it includes the means to realise 
the shared vision. In tandem with that is an obligation to the policy makers to demonstrate 
outcomes that represent value for money.  
In order to achieve this there needs to be a willingness to invest professionally and 
psychologically in the process of change. This requires considerable effort and some courage 
on the part of local leaders, sometimes requiring them to step outside of their mandate or role. 
This all adds up to an incredibly complex environment that requires programmatic management 
but equally is agile enough to embrace unforeseen opportunities.  
A number of discrete insights emerged from the first two years of implementation.  
8.3.1  Governance 
The first of these insights, as broadly noted above, is that good local and national governance 
is fundamental. Specifically, a national governance structure, namely the National Working 
Group, Older Persons, has proven to be an important focal point for national service redesign. 
This provided a forum for the inclusion of previously disconnected older person initiatives 
seeking to address issues that impact on older people. The inclusion of Age Friendly Ireland 
provided a forum for consultation and service user inclusion. The emergence of candidate 
Advanced Nurse Practitioners was an opportunity that was leveraged purposefully due to the 
national governance structure. This resulted in a resultant allocation of 40 posts (out of 120) 
posts specialising in older persons.  
A functional governance structure that supports local clinical and managerial entrepreneurs to 
implement service redesign change is also fundamental to the process of change in local sites. 
Ultimately, all integration is local for a variety of political and organisational reasons. Without 
local executive support and sponsorship (i.e. from the Clinical Director and Senior Acute 
Hospital and Community Managers), there is a high likelihood that any progress will be 
limited, commitment will fade, and any investment will not yield its intended dividend.  
8.3.2  Build social capital and trust 
The second significant insight is that relationships have to be cultivated. As indicated by 
Valentijn (2015), implementing integrated care is as much an art as a science. Attending to the 
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micro-politics and taking the time to build social capital and trust is key. This is founded on a 
common vision, based on mutually agreed goals, which in turn becomes the shared currency 
on which the change process is mobilised. Agreeing to and implementing a common vision 
requires all parties to set aside professional and organisational interest and build social capital 
that can be harnessed locally in order to make progress in the interests of staff and patients.   
This is easier said than done with traditional thinking, where ‘performance’ is not judged on 
the benefit for the citizen but on activity and finance. In that regard, integrated care, while 
regarded as a worthy if complex concept, can find itself swimming against the organisational 
tide unless it can draw on the social capital created.    
8.3.3  Develop a shared local roadmap pivoting on an ambulatory hub  
A third key insight includes the need to develop a shared local vision of an older person 
pathway. This vision has to be flexible enough to accommodate local opportunity, context, and 
history. Key activities underpinning this include mapping the care journey elements across 
primary/community, ambulatory and inpatient settings. This captures a common vision to be 
developed incrementally and can harness good practice already in situ. Within this, an 
ambulatory hub is a key design feature.  
According to O’Caoimh et al (2018) the Geriatric Day Hospital originated in the United 
Kingdom in the 1950s, to provide specialised, interdisciplinary, ambulatory access to geriatric 
medical, nursing and rehabilitation services to deliver care to community-dwelling older 
patients. The development of Day Hospitals represented an evolution in ambulatory care for 
older people with complex needs. Since then the construct of frailty has emerged into the 
lexicon instead of geriatric care. A systematic review (comparing geriatric day hospitals to non-
integrated services) suggests that it is superior, reducing the risk of functional impairment, 
institutionalisation and death (Brown et al., 2015). This study also concluded that there was no 
strong evidence that day hospitals deliver better outcomes than other forms of  comprehensive, 
integrated care models. The emergence of a reimagined day hospital/hub in some sites, located 
in existing day hospitals or primary care centres not only provides clinical services but may, 
and has been seen to, act as a ‘docking station’ for operational and strategic change.  
The ambulatory hub model in pioneer site A goes qualitatively well beyond a clinical function. 
Within this, it allows new MDTs to achieve clarity in terms of their role and how they fit into 
an overall care pathway. In essence, it was demonstrated that a day hospital can be reinvented 
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as a hub (or ‘command centre’) for delivery of older services, with appropriate attention as to 
its developmental nature. In the latter aspect it acts as a service redesign ‘interface’ - between 
acute services, rehabilitation services, community services and public health services designed 
to promote active and healthy ageing in place (i.e. the person’s own community). The emerging 
hub model will potentially support a local ecosystem35 of care rather than simply become a 
displaced outpatient model.  
A hub provides a service architecture around which integrated services can be further 
developed and it offers opportunities for emergent or disconnected service offerings to be 
connected-in. It also has the effect of streamlining care pathways, and in turn generating 
efficiencies. From a patient and carer perspective, it provides a single point of access and co-
ordination, thus avoiding duplication of effort and sequential assessment.    
In this context, the introduction of the concept of an ambulatory hub can be summarised as 
functioning at several levels 
• At level 1, as a location for on-going and connected clinical diagnostic and treatment 
services and associated activities. 
• At level 2, as a centre for coordination for site and associated off-site activity. 
• At level 3, as a developmental arena, a place to raise questions, discuss possibilities, 
design / propose / enact changes, and network with peer sites 
• At level 4, as a ‘near’ conduit between local and national through ICP OP, aligning 
with policy/strategy and budgeting.  
The developmental processes involved practitioners with strategy and vice-versa. Thus the 
proposals and products of deliberation were in a sense validated along the developmental 
journey through establishing consensus. That appears to offer a more strategic lever towards 
creating bespoke pathways, leveraging existing services more effectively, and driving greater 
economies of scale. This has emerged from the work of the research project as a key influence 
in the design of a national service model, older persons (Figure 98). This emerging, reinvented 
day hospital function merits further investigation.  
                                               
35Specific evidence of this is happening in some pioneer sites with the development of medical 
exercise programmes, run in conjunction with sports partnership.   
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8.3.4  Seed funding has psychological and practical properties  
A fourth insight is that a small amount of new resource can be used to mobilise existing 
resources more coherently, and effectively. The European Observatory (e.g. Rijken et al, 2017) 
and the Canadian Policy Research Networks have identified financial incentives as a driver of 
integrated care as a policy solution, i.e. as regards intent across the whole country-wide health 
and social care system.  
Financial decisions around resource allocation mechanisms influence the provision of 
healthcare (DPER 2016a, King’s Fund 2011, NHS Scotland 2015) and the actors therein. An 
early evaluation of ‘beacon’ integrated care sites by the National Audit Office (NAO 2017b) 
entitled ‘Report of the UK Better Care Fund’ (funded to €5.3bn) highlights the dilemma: the 
NAO summarises that the incentives to integrate care had not resulted in savings anticipated 
nor reduced pressures on acute hospitals to date36 (financial and operational outcome); 
however, it does recognise that local joint working (local authorities and health authorities) had 
improved (strategic outcome), lengths of stay had reduced as has institutionalisation of people 
aged 65+, thus enabling older persons to stay at home longer (clinical and social outcomes); in 
fact, one factor cited for disappointing findings (for integrated care) was that financial barriers 
were attributed with thwarting the efforts of clinicians and social care workers to integrate care 
for their patients or clients (University of York, 2014). 
Finance is not a passive enabler. it can and should pay a dynamic role in mobilsing integrated 
services/care. ICP OP uses finance to provide the incentive towards transforming older persons 
care/services (reflected in the resourcing model in the Enhanced Community Business Case). 
This explicitly requires a resource heat-map to be developed to show currently-existing 
resources and where new resources can augment these. This avoids a passive dependence on 
new resources in order to change and reminds everyone that existing resources are often poorly 
aligned. 
                                               
36 The upward trajectory in terms of an aging demographic is an important variable.   
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8.3.5  Determination of benefits and making better use of assets is improved 
with the support of planned data gathering  
Associated with this work is the difficulty of showing benefit in changes to the organisation of 
health and social care, even to pilot projects. Measuring the ‘impact’ of investment is hugely 
problematic given the complex and interdependent nature of health and social care. The 
indications are that it takes may take at least three years to show impact on service use 
indicators (Miller, 2016, 2019; Miller and Stein, 2018, 2020) such as hospital admissions, but 
this is dependent on integrated service components being in place right across social care as 
well as health care domains.  
The evidence to date in pioneer sites points to significant return on investment when local 
leaders (clinicians and managers) have the autonomy to redesign services. In three pioneer 
sites, a total of €1.1m invested was shown to yield a return on investment of €7.6m in terms of 
notional savings37. This is based on bed-days saved or admissions avoided.  
The evidence and presumption internationally is that while integrated care does not provide a 
‘magic bullet’ in terms of ‘bending the cost curve’, instead it yields longer-term benefits in 
terms of individual patient experience and outcomes and better staff experience. This present 
study, made possible by the detailed process metrics gathered, translates ‘soft’ qualitative 
benefits into quite concrete ‘hard’ cost terms, to which then may be added more qualitative 
attributes of benefit such as quality of life, and stress on the care system and its workers.   
The broader dividend from the pioneer site developments has allowed a momentum to build 
locally from the ‘ground up’ more effectively than from the top down alone, but the 
determination of benefit has also motivated the ‘top-down’ to be in tune with beneficial 
possibilities at local level.  
In taking an asset-based approach, there is an opportunity to revisit what is already in place and 
ensure the impacts of these assets can be maximised in managing the needs of an older person. 
                                               
37 notional saving are in terms of incremental efficiencies gained rather than in any increased 
revenue.   
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8.3.6  Integrated services are a precursor to integrated care 
Finally, integrated care is a polymorphous concept. In the process of implementation, it has 
meant different things to different people depending on the vantage point taken. For clinicians 
and managers working in a hospital context it may be understood in terms of good transitions 
of care from hospital. In a community context, it may lean towards a dedicated 
multidisciplinary team specialising in older persons and preventing admission. These diverse 
understandings shape operational priorities with reference to integrated care and can result in 
different levels of emphasis on one or other part of a pathway. In reflecting on this, one of the 
key insights is that it is more helpful to describe integrated services rather than integrated care. 
This conceptual distinction seeks to broaden the concept to a macro agenda whilst including 
the meso (care pathways) and micro dimensions (professional roles and function).  In that 
regard, the 10 Step Framework provided a common language around which the various actors 
can coalesce in terms of operationalising integrated services. Clinicians understood the value 
of pathways and teams, managers understood the value of structures and process. In 
combination these dynamics facilitated transformation and provided a logic that simplified an 
abstract aspiration.  
8.3.7  Implementation requires dynamic support  
In addition, the local implementation of integrated care needs dedicated national and local 
programmatic support to succeed. The daily grind of helping to develop a new way of working 
cannot be left as an ‘add on’ to the day job of clinical and managerial leaders. Whilst all sites 
had an ICP OP Service Improvement Lead (SIL), the more successful sites had either a 
dedicated person or protected time devoted to supporting the change.  
Within all of this, there is a need to accommodate service users and carers as partners in this 
process. ICP OP has engaged with Age Friendly Ireland as a means of harnessing the inputs of 
service users and carers as prosumers38 of services rather than passive recipients. They have a 
significant contribution to make and the involvement of users and carers is outlined in the ICP 
OP website, www.icpop.org.   
                                               
38 Prosumer: 1. A person who both consumes and produces a particular commodity. 2. a 
consumer who is involved in the design of a company's products. Collins Dictionary. 
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Finally, the need for dedicated project support nationally and locally is a critical factor. Whilst 
early adopters were willing to carry the burden of change, this was in addition to their existing 
role and responsibilities. It is unlike that this was a sustainable approach for systemic 
implementation. The Programme for Health Service Improvement (PHSI) appointed 40 
programme managers nationally to support service transformation. A key aspect of their role 
was to support integrated care. These posts were to provide a key point of contact for ICP OP 
in addressing the programmatic aspect of implementation. However, programme management 
is simply a means of delivering a project. It is likely that a hidden dynamic behind these factors 
also includes the time it takes to build trust and social capital with the quality of relationships 
a key determinant of progress that is not easily captured in the metrics.   
8.3.8  Allow for emergence 
The approach adopted by ICP OP enabled other opportunities emerge that were unforeseen. 
This included the development of Advanced Nurse Practitioners, accessing winter planning 
funding and linkages with older person teams in the Emergency Department (Frailty 
intervention Therapy Teams). The recognition of the 10 Step Framework as providing a 
conceptual shorthand for improving care pathways for older people meant that ICP OP was 
seen as having institutional authority to endorse and support these initiatives.  
8.4  The emergent state of methodology 
This section draws together literature on international projects that were being done around the 
same time period as the present work, with reflections on the present state of understanding at 
the end of the period (October 2019). This includes in particular notes on the state of the 10-
step framework developed as a theoretical construct in Chapter 3, and the schematics seen as 
important to its action-taking in practice, and in the light of experience of involvement with the 
13 pioneer sites. This is done with a view to revision in preparation for scaling up as intended 
to many more sites, as per the Hendry (2015) scaling model presented as a guide to 
developments in Chapter 1. It is also done with a view to sharing experiences for any 
organization wishing to implement integrated care for older persons, and for a wider field of 
community-based health and social care services. 
8.4.1  Co-emerging international evidence   
Since ICP OP was initiated, a number of developments have taken place of a strategic and 
academic nature both in Ireland and internationally, and it is worth noting some key 
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developments and how they compare with the ICP OP findings. A rapid review of publications 
in the period of the study (2015-2019) was undertaken through Pubmed and journals that 
publish on integrated care (e.g. International Journal of Integrated Care). A total of 1523 
articles were found that addressed the organisation of care for patients with comprehensive 
needs (including frailty). 104 articles were published that focused specifically on older people.  
Challenge is reported in demonstrating impact (Hoogendijk, 2016), implementing at scale 
(Nolte, 2018), addressing professional satisfaction (Janse et al., 2016), developing care 
pathways (Ni She, 2016) and addressing complexity (Inzitari et al., 2018). These all speak to 
the multi-dimensional nature of implementation, and are addressed in the 10-step framework.  
Three key studies (Asthana et al, 2020; Leijten et al 2018; and Sustain, 2019) represent the 
closest approximation to the author’s work in seeking to address the critical ingredients 
associated with implementation.  
Project SUSTAIN was initiated and concluded over the period of the study (SUSTAIN, 2019). 
This EU collaborative project was established to address sustainable and tailored integrated 
care for older people in Europe. Thirteen partners from nine EU member states developed a 
roadmap (instructions, guidelines and proposed actions). The roadmap provides a systematic 
guide for moving to integrate care, in particular with a supporting focus on designing a system, 
establishing the system, and maintaining the system.  
In doing so, it supports policy-makers and implementers of integrated care to improve care for 
older people with multiple health and social care needs. Early indications from Project 
SUSTAIN (de Bruin et al 2016, 2017, 2018) suggested that similar challenges were 
encountered in terms of different starting points within the EU sites under scrutiny, as with the 
present framework and its associated methodology.  
The project uses the Evidence Integration Triangle (Figure 94) which triangulates the 
improvement process, data on impact, and improvement experience. The emergence of Project 
Sustain is timely in terms of understanding how implementation is best undertaken when 
addressing integrated care. 
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Figure 94.  Evidence Integration Triangle (after SUSTAIN, 2019) 
Project SUSTAIN roadmap developed contains four modules concerned with designing, 
establishing and improving integrated care. In addition, it addresses the enabling context for 
integrated care. A final resource module provides reference material and toolkits. This provides 
a comprehensive toolkit that surfaces the dynamics, relationships and steps necessary for 
implementing integrated care. In that regard it substantially addresses both the ‘why’ and the 
‘how’ of integrated care. It goes some way beyond conceptual models and gets into the 
dynamics reflective of implementing a complex construct in complex adaptive systems.   
The outputs from SUSTAIN (2019) very much reflect the approach adopted by ICP OP (2018b) 
(see Table 31).  In exploring the value of this contribution it is important to acknowledge that 
the SUSTAIN Roadmap is written as a generic blueprint to surface the areas requiring attention 




Table 31.  Project Sustain cross-referenced with ICP OP Elements (after SUSTAIN, 2019)  
A further suite of publications by the World Health Organisation (WHO 2017, 2019) has 
addressed the key pathways and interventions that require attention. This is extremely helpful 
in validating integrated care for older persons as an international policy objective and helpfully 
provides a guide to implementing discrete clinical care pathways. 
In the light of the present work reported in this thesis, the critical ingredients required are a mix 
of micro and macro politics, a shared common cause, founded on a population-oriented 
philosophy, critical enablers (finance, ICT), leadership capacity and time and attention given 
to redesigning service models. However, mobilising these elements critically requires a 
‘midwife’ to the change process. All integration is theoretic at a policy and strategic level but 
local in practice (and implementation). This does not mean that national signals are not 
important but it does mean that an enabling environment must be created. However, the 
complexity of the undertaking requires a process that maintains the umbilical cord between 
policy, strategy and local implementation. This is perhaps a key specific insight that has 
emerged from the present work and which adds to the international knowledge base, and 
thereby the ICP OP approach adds value. 
Element Project Sustain ICP OP
person centred care √ √
realtional continuity √ √
interdisciplinary teams √ √
integrated practice environments √ √
safeguarding √ √
assess population need √ √
develop value case √ √
undertake situational analysis √ √
strategic planning √ √
develop model of care √ √
strenghten governance √ √
strategic investment √ √
ICT √ √
organise workshops √ √
establish steering groups √ √
develop improvement plans √ √
map care processes √ √
establish data collection √ √
measure progress/outcomes √ √
communicate the work √ √
engage leadership √ √
engage stakeholder √ √
links to system goals √ √
build networked relationships √ √
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8.4.2  Revising the 10 Step Framework in the light of emergent use  
The 10 Step Framework provided a conceptual roadmap in the design and test phase of the 
ICP OP programme. Prior to the development of the 10 Step Framework there was no 
standardised national descriptor of what integrated care for older persons looked like in 
Ireland.  
Indeed, there was no framework available that combined the necessary discrete building 
blocks of integrated care (the ‘House of implementation’ described in Chapter 3), especially 
in terms of the socio-technical logic deliberately underpinning the approach taken to 
implementation. Within this approach, the 10 step framework allowed for local innovation 
to take place whilst ensuring fidelity to core design features for coherent programme 
management.  
As the experience of implementation evolved, and as a second cycle of pioneer sites came on 
stream, the ICP OP team gained further insights into the sequencing of implementation steps.  
Whilst the early adopters were arguably more motivated and entrepreneurial, the second cycle 
of implementation provided the opportunity for a more nuanced approach, slightly tightening 
latitude in utilizing the framework without changing its fundamental components. This 
involves a core focus on the critical interventions involved in ‘cultivating the ground, planting 
the seed and enabling the change to take root’. This is framed by a philosophy of person-
centredness on the one hand and establishing data architecture and ICT enablers on the other. 
The updated version of the framework (see Figure 95) sets out the ‘arrived’ condition of the 
framework based on this initial cycle.  
The original framework still stands as a reference model for programme embarking on a 
comparable implementation campaign in another health/social care setting. Thus, it is 
recommended that the original 10-step framework be used as a starting point, and a programme 
may then adapt the elements and direction in the light of their context and emergence of 
















1.   Establish local governance structures 










10. Philosophy of 
person-centred  
care planning  
& service delivery 
7. Monitor and evaluate  
• Monitor service integration  
• Measure activity 
• Measure impact (Staff & service 
user experience) 
 
8. Population planning for older 
persons  
• Use older person dashboard 
• Use reference data (Health 
Atlas)   
 
 
9. Mobilize enablers (national and 
local) 
• Align with (SC) Reform Agenda  
• Align resource model 
• Bespoke data architecture 
• Build peer support network 
• Relational/Psychological support 
• Resources (ICT, workforce, 
education)  
 
2. Develop business case  
• Map local care resources 
• Identify resource gaps 
• Engage executive leadership 
support 
• Enlist programmatic support  
3. Undertake integrated care 
pathway mapping 
• Acute care pathways 
• Ambulatory care 
• Intermediate care 
• Falls, Dementia, Frailty 
pathways 
4. Implement bespoke care pathways and new ways of working.  
• Case management approach for long term complex needs, 
• Community/hospital in-reach and outreach.  
• Address evidence based interventions (WHO 2019)  
• Harness technology 
 
 
5. Develop ‘Ambulatory Hub’ 
• Facilitates multidisciplinary Teamwork  
• Amplifies local care network 
• Enables service integration  
6. Coalesce with wider health and care ecosystem to enable older people to live well.  
• Community transport 
• Social activities 
• Home modifications & handy person 
• Shopping 
• Support carers 
• Information & advice 
Figure 95.  A revised 10-Step Framework for later sites (incorporates refinement of focus and direction). 
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The establishment of local governance structure remains fundamental (Appendix 21). This 
provides an executive mandate to address change but also ensures practical programmatic 
support. This latter point is critical to ensuring the minutia of implementation is addressed 
without the tyranny of an overly programmatic burden.  
The philosophy of person-centeredness is embedded in the design (for example by including 
service users/carers/patient champions on the governance group) and approach to 
implementation through the use of patient narrative data and involving patient champions in 
care pathways mapping.  
Likewise, enabling supports run parallel to the process of implementation. These are both 
psychological such as SIL supports, peer support and formal networking days as well as 
practical such as provision of ICT hardware. In tandem with this the development of integrated 
metrics (see Appendix 9, Appendix 10, and Appendix 11) draws forth the impacts of changes 
through bespoke dashboards, and so provides data to the organization on the otherwise-hidden 
value for all involved.  
At the initiation of the implementation process is the business-case development which 
envisions the actors involved in the change and mobilises them. ICP OP adopts an ‘arm’s 
length’ involvement in supporting the development of a business-case pre-implementation as 
a means of testing intent, capacity and commitment. This critically involves the recruitment of 
executive support as well as an analysis of existing local resources. Any absence of executive 
sponsorship renders the sustainability and strategic scaling of the project brittle and at the 
mercy of circumstance.  
Mapping local resources also acts as a psychological and practical reminder that many of the 
solutions are not dependent on substantial investment, the absence of the latter (in general) 
often becoming a reason for paralysis. This stage ‘softens up’ the potential for change and 
allows a different narrative to be introduced (e.g. ‘perhaps we can do more with what we have’ 
or ‘actually we have a lot of the resources we need but they are not co-ordinated’ ). 
Beyond this initial stage of planning, ICP facilitates a series of engagements on integrated care 
pathway mapping. This is a dynamic, hands-on process that involves ICP OP in locus with the 
local leadership team (managers, clinical staff, and service users). This process includes service 
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users/carers and the wider ecosystem of health and care (including local authority, and NGOs) 
as partners in the process. The opportunity to explore the patient journey is facilitated by ICP 
OP and highlights duplication of effort, roles and the resultant loss of value for all involved. 
This process strengthens the resolve to change, identifies key priority pathways, and offers the 
opportunity for all involved to publicly commit to and identify their contribution to the change.  
The ICP OP team worked with pioneer sites to map the journey of the older person through 
the “current state” service and through the “future state”. Each site started this process based 
on local opportunity and (perceived) priorities. The act of mapping the complete older 
person’s journey provides an opportunity for appreciative enquiry in terms of current 
practice. This allowed ICP OP, acting as a neutral, independent agent to challenge current 
practice and assumptions. ICP OP, operating in an insider/outsider capacity, could verbalise 
or raise issues that were potentially uncomfortable to discuss locally. This typically involved 
challenging hospital-centric thought processes, e.g. access to diagnostics and where services 
could be delivered. This process has empowered frontline staff, clinicians and managers to 
gain insights into the ‘as is’ and ‘to be’ pathway prompting interdisciplinary exchange of 
ideas and innovation.  
Thus, the development of bespoke care pathways was a foundational component of ICP OP 
and the growth in discrete pathways development is testimony to the ripple effect of ICP OP.  
Finally, the process of mapping in itself represented an opportunity for local leaders to 
publicly articulate a common shared vision of the future state for older people. This 
dispensed with silos where attribution of blame was supplanted by solution-focused 
objectives. The public commitment to a shared common vision was usually the first time this 
was undertaken by parties locally. The practical dividend included identifying duplication of 
roles and functions thus allowing local pathways to become more coherently designed (e.g. 
see Appendix 12).    
At the core of this is the concept of developing an ambulatory hub. This acts as a ‘docking 
station’ for the mobilization of integrated services as well as acting as a practical resource for 
aggregating available resources. Equally critically, it operates as primary point of access for 
older people (thus eliminating sequential assessment) and acts as a point of care co-ordination 
by the MDT. In turn this provides the opportunity for care to coalesce and interface with the 
wider health and care ‘ecosystem’ which supports older people to live well.  
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A critique of the approach may be that it is weighted towards specialist secondary service 
integration in the community rather than a higher notion of integrated care for individuals. 
However, to counter this, it is important to remember that integrated care is a polymorphous 
concept with a poor track record of spread beyond exemplar sites. In this regard, addressing 
integrated services, founded on a community facing hub is a necessary stepping stone. This 
facilitates operational and clinical change and grounds integrated care in a tangible 
manifestation.. These sites were often ‘unique’ for a variety of reasons (opportunity, leadership, 
necessity) and thus tended not to travel well outside of a local context. Part of the reason for 
this is that powerful professional networks will adopt or reject ‘innovation’ depending on the 
prevailing professional norm. This is substantially influenced by their ‘worldview’ and cultural 
context. To date, in Ireland and in many other jurisdictions, this worldview is dominated by a 
hospital-centric perspective shaped by public expectation, professional education/induction, 
and organization perspectives.  
In response, a cultural accommodation of the change strategy is critically important to ensure 
the change has sufficient time and opportunity to be adopted as the norm. In that regard, 
powerful actors must be able to evolve a model that they can relate to and makes sense in their 
world. The development of an ambulatory hub is a practical manifestation of this shift away 
from hospitals towards community oriented (and located) specialist secondary integrated 
services. Thus, the framework performs a bridging role in which each party is able to work 
together within their disciplinary priorities for good practice, for the joint good of all parties.    
Carrying out these principles are reinforced by the supportive choreographing of the 5-stage 
ICP OP integrated care implementation approach, with more specific attention to elements in 
a form of progressive sequencing of development in the light of the 10-step framework.  
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8.4.3  Broadening the ecosystem  
In engaging with service users and agencies involved with older persons it has become clear 
that service redesign (service integration) on its own will not fully achieve integrated care. This 
will only be realized by an inclusive, assets-based, and holistic approach that addresses 
housing, employment, transport, physical activity and social inclusion within communities 
(www.agefriendlyireland.ie). This requires an ecosystem approach whereby ICP OP contributes 
to the overall goal of improving aging well in place as part of a broader coalition of effort 
(Figure 96).  
 
Figure 96.  ICP OP Ecosystem 
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As a result of insights gained over the past 3 years ICP OP now recommends that service users 
are involved in all stages of implementation, even though there were at first significant 
misgivings within teams.  
A potential problem with this was that local clinicians and managers were typically worried 
about ‘airing dirty linen’ and ‘dropping the veil’ of expert status. The experience of having 
service users actually involved in each step resulted in adjustments to service design, greater 
emphasis on practical help and information, and discrete quality improvement initiatives within 
sites associated for example with signage and transport. The use of the Nora story (see 
www.icpop.org) was a powerful lever in driving this change. The use of an animated story that 
is representative of a common experience is used widely in change initiatives. The story which 
personalised a profound, real life experience of a service user/older person, and which portrays 
the psychological and physical toll poorly designed pathways have on older persons, proved to 
be a critically important component of the engagement process. It invites a wider ecosystem to 
contribute and shape the narrative around the type of change required. 
8.4.4  Revising the 5-Stage Engagement process 
The implementation of ICP OP has involved an implementation methodology whereby a 
number of key steps work in concert with one another. ICP OP team members act as a 
‘midwife’ to the change in mobilising these steps by establishing a formal link with pioneer 
sites through a Service Improvement Lead (SIL). This facilitates mapping, draws-in enablers, 
and connects sites to resources. A critical component of mapping current resources, current 
service model and future state care pathways is the process of co-production. This allows the 
conceptual model to be adapted for local contexts in an agile manner. Bespoke events such as 
speed networking allows local agencies to engage with one another. This serves a pragmatic 
purpose (sharing information), builds capacity and reinforces the multi-agency aspect of 
integrated care. In addition, it sends a psychological signal as to the importance of the work for 
all involved. The programme has promoted the inclusion of service users in co-producing the 
future state pathways. This dilutes professional agendas and legitimised aspects of service 
design that is important to service users. All pioneer sites have a service user 




Figure 97.  Revised 5-Stage IC implementation Engagement process  
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Data is collected and returned that support future investment locally and nationally, drawing 
on lessons learned. This process of ‘building the road as one travels on it’ allows for greater 
efficiency, local ownership, co-production team member is allocated to work closely with sites.  
These points are incorporated in a revised schematic of the 5-stage ICP OP Integrated Care 
Implementation Approach (Figure 97). The main revision is in Stage Two, with more 
prescription on the steps governance, mapping, and development of an ambulatory hub. Need 
for these specifics was less obvious before testing at the pioneer sites, and this ordering is likely 
to be of interest in any wider application to other community-based services. 
8.4.5  Conceptual Older Persons Service Model 
The impact of ICP OP pioneer sites informed the Slaintecare Implementation Plan (Action 
4.5.1,) as it applies to integrated care for older persons, (DoH 2019). A series of workshops 
were facilitated by the Department of Health (Slaintecare office) during May-June 2019.  These 
took place in the context of a reform agenda to be delivered by the HSE and developed through 
the Enhanced Community Care Fund which proposed a €400m reform fund.  
This resulted in the ICP OP describing an integrated older person pathway and presenting this 
at the Department of Health. As a consequence of these workshops there was an opportunity 
to socialise a generic conceptual map (Older Person Service Model) of integrated care 
pathways. The outputs of the workshops included the Older Person Service Model (OPSM) 
defining the constituent design features of the pathway (see Figure 98).  The OPSM is 
underpinned by the principles of shifting (see arrow pointing to left-hand side of Figure 98) 
towards community provision, towards least restrictive setting, ideally at home. The conceptual 
map deliberately gives prominence to supports to live well and provision of care in the 
community. This reflects the fact that the majority of older people are supported in ‘non-
clinical’ social determinants of health in balance with ‘clinical’ provision. The developments 
of Community Health Networks is highlighted as the key structural reform architecture in 
primary/community care.  In addition, it locates the Ambulatory Hub as a key component of 
the pathway. This sits at the interface of acute and primary care and fulfils key functions. It 
references opportunities for change (e.g. ambulance transfers to a hub rather than existing 
practice in transferring to hospital). The key elements of the Acute Hospital pathways are 
outlined (frailty pathways). This represents the first time a holistic, end to end pathway for 




Figure 98.  Conceptual Older Persons Service Model      
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8.4.6  Maintaining conditions for diffusion and dissemination of innovation 
(Greenhalgh+ model) 
The utilisation of the Greenhalgh et al. (2004) model was a key underpinning theoretical 
consideration throughout this thesis. The main socio-technical findings from applying the 
implementation approach adopted are mapped onto it in Figure 99. These findings lean 
towards the importance of supporting leadership within professional social networks who 
understand the available evidence on effective interventions. The role of clinical leadership is 
more effectively mobilised when working in tandem with managerial leaders who provide 
organisational governance. In harnessing this partnership, the most productive approach (‘help 
it happen’) appear to be the ‘sweet spot’ for implementation of integrated care.  Whilst 
Greenhalgh et al (2004) indicated forces pull in opposite directions (Figure 5), the emphasis 
in Figure 99 is that the tension between traditional managerial approached (‘make it happen’) 
and a more emergent (‘let it happen’) need to be positively harnessed and not seen in 
competition with one another. Yielding to the right hand side in this tension (referencing 
Figure 99) puts an emphasis on control at the detriment of mobilising powerful forces for 
change more effectively. Yielding excessively to the left hand side risks a free-for-all with 
inadequate structure. Balancing this tension focuses the organisation on the work of clinical 
and managerial leaders rather than the other way around. While some aspects need a ‘hard’ 
compliance within fidelity to the framework (‘hard edges’ of Dixon-Woods et al. 2011b), a 
balance of latitude and prescription are of the essence to create effective emergence. 
As a consequence of following this principle, the influence of the professional social network 
proved to have a multiplier effect. The combination of diffusion (emergent, opportunistic 
modes of spread) and dissemination (planned and programmatic) in the spread of integrated 
care reflected many of Greenhalgh et al.’s (2004) observations on the nature of change in health 
systems. This includes accommodating the emergent nature of implementation in complex 
systems as well as harnessing the success of sites that perform better than their peers through 
the ICP OP networking days. It has also reinforced the need for fidelity to key aspects of the 
10 Step Framework. This is especially true with reference to certain processes (mapping future 
state care pathways) and ensuring there is dedicated programmatic support.  
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           ‘Let it happen’                                                                            ‘ Help it happen’                                                                                       ‘Make it happen’ 
                                                                                                         Features  
Emergent, un-planned 
Frailty initiatives, 
Advance Nurse Practitioners, 
Winter funding, 
Local initiatives (FiTT) 
UEC blueprint 
EU JA on Frailty 
Negotiated, influenced, enabled 
Peer-peer networking 
Workshops 
Mapping care pathways 
Impact of pioneer sites in practice (e.g. WICOP) 
Formal ICP OP Networking events 
Guidance and publications 
ICP OP website 
Service Improvement Leads 
Planned, programmatic support 
Local governance 
Programmatic management 
Local Project Lead 
Local Clinical Lead 
Data dashboard/metrics 
ICP OP Guidance 
Underpinning theory 
Complexity theory                                                    Social, cognitive and behavioural psychology                                                  Classical management theory 
10 Step Framework 
underpinned by nudge theory, appreciative inquiry, positive psychology, 
behavioural economics, positive deviance, social technical theory. 
Assumed mechanisms for the spread of innovation 
 
Natural emergent                                                            Social, organisational and technical                                                                         Managerial 
Social network, peer influenced 
 
Figure 99.   Greenhalgh et al. (2004) framework overlaid with elements of 10-Step Framework and associated methods    
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8.4.7  Improving service user experience and outcomes  
The results yielded in this thesis demonstrated the utility of the approach adopted in mobilising 
structural and process change. This has resulted in demonstrable benefits in terms of increased 
number of bespoke care pathways in development (Table 28), deployment of Community 
based MDTs and implementation of case management for older persons (see discussion of sites 
A, B and C). The Structural Metrics, founded on the 10 step framework and returned every 6 
months has confirmed fidelity to the framework elements. In tandem with this the Process 
Metrics, returned every month have demonstrated targeting of the appropriate client group, 
delivery of evidence based assessment (especially Comprehensive Geriatric Assessment), and 
interventions within or near to the patient’s home.  
This development of a data dashboard has initiated a bespoke older person data architecture, a 
significant development in the context of general progress in electronic health initiatives. This 
has provided a single point of presentation for older person data, utilising available (primarily 
hospital) data with the potential to include a wide range of other older person data (including 
integrated care metrics). The general impact in discrete sites (see site A, Figure 68) and 
specifically on Emergency Department attendances where key service architecture is in place 
can be taken as a proxy for improved patient outcomes.  
In building on this, ICP OP-developed suite of integrated metrics (Appendix 9) reflects activity 
on the patient pathways within the service model (i.e. across different aspects of health and 
social care including especially care in the community), and seeks to measure the patient 
journey in a balanced sense, as opposed to presenting particular ‘stand-alone’ metrics (e.g. 
Average Length of Stay). A key aspect of this includes the intention to use a suite of patient 
experience measures (PREMS) and patient outcome measures (PROMS) which are currently 
under development. These are being designed to provide a determination of lived patient 
perspective, included within the overall dashboard (Appendix 11). It is not enough to ‘know’ 
in a weak or vague sense what might be the state of affairs ‘in the field’ (e.g. as by a general 
level of random customer-volunteered comments or complaints), but rather to have firm, 
regular and timely data by which to judge the state of service, good or otherwise.   
8.4.8  Locating the 10 Step Framework within a system of dynamic 
implementation processes: a combined methodology 
In reflecting on the overall process of implementation at an aggregate level of key 
methodologies, there are now a number of important methodological schematics that came into 
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play to action the 10-step framework, building on the 10-step framework and the 5-stage 
engagement process. The diagram in Figure 100 provides a dynamic representation of this 
wider implementation process in action. This represents the ‘arrived’ state of the methodology 
at the end of the work reported in this thesis. This methodology includes the 10-Step 
Framework as a key element of a wider dynamic process. The 10 step Framework represents 
the ‘hard and soft edges’ (Dixon-Woods et al., 2011b) to be assembled. However, in order to 
mobilise change/address a challenge in a complex adaptive environment there a number of 
domains to be harnessed in unison in order to achieve complex adaptation:  
• As a fundamental starting point (orientation) the adapted Greenhalgh et al. (2004) model 
(adopted in Chapter 1) and amended to reflect key insights from implementing integrated 
care (described above)acts as an underpinning theoretical change principle. This ‘guiding 
light’ is critical in informing any prospective adopters’ awareness of/informing their 
developmental thinking. This draws upon, and highlights the necessary philosophical 
stance to accommodate the work, thus deliberately blending the balance between 
emergence and enablement.  
• In tandem with the previous point, there is a need to understand the dynamics of the 
ecosystem (ecology) in which the change is taking place (e.g. what’s important to whom 
and how does change happen?)  
o The 10 step Framework provides a conceptual shorthand (map), acting as a mediating 
force in supporting the translation of polymorphous intent into more concrete steps. 
o This mediation is mobilised with key actors through a stepped (5 stage) process of 
incremental, active support in locus. Key messaging (In this case ‘Nora’ provides an 
emotional ‘call to arms’). 
o A Service Model describes the broader landscape and provides a definition of structures 
(service architecture) and processes (care pathways) to be attended to.  
o Finally, the manifestation of the change (complex adaptation) is reflected in the data 
architecture (dashboard) which provides a description of the impacts achieved from a 




Figure 100.   Combined Methodology: Dynamics of Implementation in Action 
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This combined set of methodologies comprises the full model which is the result of this present 
project. It represents a combination of orientation (philosophy, theory) moving towards 
manifestation. The assembly of these domains enables the abstract to be mobilised (intent) 
towards taking action, resulting in concrete realisation of complex adaptation.  
8.5  Is there a case for scaling up? 
Strategically, ICP OP’s core function is service redesign and to that end, it had worked with 
academia, business, statutory and non-statutory agencies in order to address this goal, and this 
has been shown to be working well. 
At present (October 2019) the majority of national funding in health and social care is focused 
on demand-led services 
• 22,000 long-term care places costing €900m annually 
• 10 million Home Help hours annually 
• 16,700 Home Care Packages costing €375m  annually) 
Against this background, ICP OP funding to date has amounted to (€3.75m).  
The early indications from the present work indicate that the approach to implementation 
adopted by ICP OP works. The development of bespoke pathways for older persons and access 
to comprehensive geriatric assessment multidisciplinary teams has led to real and tangible 
benefits. This includes co-ordination of care, a reduction in lengths of stay and the prevention 
of hospitalisation thus allowing older people to return to or remain in their own homes. In 
addition, the survey research indicates that the staff who are responsible for implementation 
have embraced the methodology used. This is supported by the growth in pioneer sites, from 6 
in 2016 to 13 in Sept 2018 with a further 8 sites developing governance and a business case. 
Existing pioneer sites made progress in addressing structural metrics and 10 sites are returning 
monthly data to ICP OP that demonstrates that integrated care teams established by ICP OP 
are functioning. They were targeting the right patient group (i.e. those with complex need that 
require care co-ordination), seeing them in the right location and undertaking evidence based 
interventions. Further work was taking place to review these metrics in care pathways that cross 
the care continuum (see Appendix 9).  
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The costing analysis, enabled by the data-gathering systems put in place, showed that the 
operational benefits were achieving savings with value in the order of multiples of the 
expenditure. Thus, in the round, both operationally and economically, there is a case for scaling 
up. 
Thus, in the context of the policy search for ways to improve the return for national health 
expenditure (e.g. DPER 2016a, b), application of the methodology at pilot level, i.e. at pioneer 
site level, has resulted in incremental cost savings much larger than the incremental 
investments made, and so yes, there is a good case for scaling-up. 
At a political and strategic level, the ‘Slaintecare’ plan (2017) has adopted key elements of the 
approach developed in the ICP OP programme, and thus now reflects strategic policy 
internationally in proposing integrated care as means of delivering new health and social care 
models. Specifically, this recognises community-based, primary and secondary care, delivered 
as near to the persons’ home as possible as a key strategic aim. The ICP OP supported 
implementation of the separate pioneer sites reported in this thesis has demonstrated that the 
capacity exists to mobilise a policy change relatively quickly, in keeping with this Slaintecare 
policy aspirations. More specifically, the Slaintecare Implementation Plan (Government of 
Ireland 2018) has adopted the aim to become a ‘living implementation process’ in adopting the 
approaches to implementation used by the ICP OP programme.  
8.6  Conclusion 
This thesis proposed the use of a 10 Step Integrated Care Framework to integrate care for older 
person. The justification for this included the need to accommodate complexity and bridge the 
implementation gap. The improvement challenge in integrated care requires an epistemological 
shift that recognises the complexity of implementation whereby the appropriate change 
methodology is adopted. There is a growing recognition that traditional models of thinking, 
such as linear reductionist theories of change, are not adequate in a complex adaptive system. 
A key feature of this in health and social care is the ability of high autonomy professionals to 
accept or reject the proposed change differs from many other contexts. Therefore, role of 
context (ecology) and methodology chosen is of critical importance.  
The development of the elements outlined in the combined methodology, mobilised in unison 
and founded on a conceptual (10 Step) framework addressed the objectives set out at the 
beginning of this thesis. This is underpinned by insights from behavioural science, sociology 
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and psychology and is specifically concerned with insights into implementation. This approach 
offers a better fit for systemic implementation in a complex adaptive system.  
A key constituency within the ICP OP programme were the clinical and managerial leaders. 
These are high autonomy change agents and represent the most critical audience involved in 
health and social care system change. In that regard, selecting the appropriate implementation 
methodology, sympathetic to the ‘messy reality’ of their professional lives is crucial.  
The early results reported have demonstrated that there is the capability to address the 
challenges of implementation. As anticipated, the implementation of integrated care is not a 
linear mechanistic process. Not only does it take time to establish functional governance, 
recruit teams, redesign pathways, gather data and embed new care processes but critically, this 
process must be co-designed.  
The indication at this ‘design and test’ stage is that the approach adopted is working and finding 
acceptance from clinicians and managers who have ownership of this change. A combination 
of national enablers and local leadership, supported by national and local governance appears 
to work well. The increase in sites (actual and proposed) and emergent redesign of older person 
pathways within existing sites appears to reinforce the hypothesis that local capability exists to 
address change. If the right conditions are created nationally, there appears to be a willingness 
to engage. The novelty of this approach builds on Greenhalgh et al (2004) model of diffusion 
and dissemination of change in health systems and applies this to the systemic implementation 












CHAPTER 9.  CONCLUSIONS AND RECOMMENDATIONS  
9.1  Introduction 
This chapter comprises the Action Research Phase 5 Specify Learning. 
The objective of this chapter is to state the findings and contributions of the work within the 
context of the problem, and to issue recommendations for practice and for research. It ends 
with an epilogue which indicates how the work is continuing in the spirit of Action Research. 
Ireland, in common with international trends, has an aging population. This represents a 
triumph of population health. However, longer life expectancy means increasing multi-
morbidity and social care needs with multiple challenges confronting policy makers and service 
providers. The current system, designed for episodic, acute cares leads to and fragmentation of 
care and over-hospitalisation. The European Observatory (Rijken et al., 2017) indicated that 
European health systems do not meet the needs of people with multi-morbidity. Instead, it 
advocated a design that provides integrated, longitudinal and co-ordinated responses to 
complex conditions.  
As a policy response, Ireland, in common with other jurisdictions, has set out a policy direction 
that aspires to deliver integrated, older person care. Internationally, health systems are 
recognising that sustainable strategies for health and social care provision lie adopting this 
approach (Kings Fund, 2013) which will address multi-morbidity and complexity in vulnerable 
sub–population cohorts.  
However, defining and implementing integrated care is problematic due to (1) its 
polymorphous nature and (2) implementation challenges. International experience indicates 
there is no ‘one model’ of integrated care, which provides an ‘off the peg’ model of care, 
despite a growing body of evidence that discrete interventions have a positive impact on 
outcomes. This, in part is due to issues on consensus on what constitutes integrated care and 
the difficulties in translating the complexity of integrated care into tangible elements. The 
construct itself is problematic and has tended to take on many forms, with multiple definitions 
and competing perspectives.  
In addition to construct consensus and clarity, the history of change in health systems is 
problematic. This stems from political, ideological, organisational and professional tensions. 
These include overcrowded emergency departments, prolonged hospital stays and greater 
institutionalisation, leading to poorer outcomes.  However, implementing integrated care is 
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dependent on a multiplicity of factors. These are simultaneously concrete and abstract in nature. 
This has consequently resulted in the implementation of integrated care being confined to 
localised, regional examples rather than becoming systemic across national health and social 
care systems. ICP OP was established in the context of these challenges. The author (in tandem 
with the ICP OP team) designed and tested an approach to defining and implementing 
integrated care over three years (Figure 100).  
9.2  Conclusions (summary of findings related to the objectives) 
The aim of the thesis was to develop an approach that supports implementation of integrated 
care in Ireland. Within that aim four objectives were identified:  
1. To define the key ingredients to integrate health and social care for older persons. 
2. To develop and validate a means (methodology) to support systemic implementation.  
3. To mobilise key actors (e.g. clinicians and managers) in the change process.  
4. To develop a common narrative on what ‘good looks like’ that is agile enough to have 
relevance and utility locally and nationally that can be supported by data to demonstrate 
impact locally and nationally.   
The 10 step framework has provided a conceptual anchor for a dynamic implementation 
process that has evolved over 3 years. In doing so, it has defined the key ingredients to 
implement integrated health and social care. Prior to the development of the framework there 
was no conceptual map that depicted the key elements to be attended-to. This work provided a 
route map to define the key ingredients to integrate health and social care for older people and 
in doing so it addressed Objective 1 of the thesis.    
The work involved in implementing the framework has evolved and informed the approach to 
implementation (Figure 100). The evolution of this approach was founded on the key 
ingredients roadmap provided by the 10 step Framework. The process of engagement was 
refined while it was being used to deploy the framework. In tandem with this, a systemic 
representation of the Older Person Service Model (Figure 98) was developed in order to 
provide a strategic roadmap. This supported the implementation journey from complex 
challenge to complex adaptation. This met Objective 2 of the thesis.   
The role of the key actors in adoption and dissemination had been highlighted in the literature 
review, and was, critically, focused on the high autonomy health and social care professionals 
tasked with implementation (clinical and managerial leaders), to meet Objective 3 of the thesis, 
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i.e. to mobilise key actors.. The survey results on the 10 step Framework demonstrated a high 
degree of validity and utility as a means of enabling implementation. As a result, and in 
combination with the approach set out in meeting Objective 2, ICP OP methodology has 
experienced widespread adoption. This has not been limited to clinical and managerial leaders 
but also among a range of other actors, thus strengthening the degree to which Objective 3 has 
been met. 
The meeting of Objective 4 built on Objectives 1, 2 and 3. This involved cultivating a common 
narrative on ‘what good looked like’ that had to be agile and have relevance locally and 
nationally. The involvement of service users (locally and nationally) and their contribution to 
the implementation process has highlighted the validity of the approach. There are a number 
indicators that attest to addressing Objective 4:  
• The growth of ICP OP sites since 2014, initially 6 and later 13 (see Appendix 15), with 
a further 10 business cases under review (October 2019) compares with a static level 
of team development in the previous years 2011-2014 (Figure 25 and Figure 26).   
• A suite of metrics (structural and process) point to the increased development of age-
attuned pathways (Table 28). 
• The adoption of the ICP OP framework and implementation of a new model of care has 
led to a demonstrable positive system performance impact, made visible through the 
development of the data dashboard. 
• Results from Pioneer sites, (as outlined in Chapter 7) point to fidelity to the model, in 
terms of the development of new roles and the appropriate targeting of interventions, 
and more generally improved efficiency (See Figure 68) 
• The demonstration of improved performance has led to the adoption of the ICP OP 10-
Step Framework approach within national strategic planning (Enhanced Community 
Fund), and the approach has become the basis for Slaintecare Integration Fund 
qualification, thus receiving implicit endorsement from policy makers.  
In conclusion, through an iterative and emergent process, the key aims and objectives of the 
thesis have been achieved.  
The initial focus was on the development of a framework to provide a conceptual roadmap. 
However, this model has evolved into a larger and more dynamic implementation model whilst 
holding the framework at the centre of this approach (see especially Figure 100). The 
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underpinning philosophy to the approach has provided the ‘soft edges’. This has been 
accompanied by conceptual structures (OPSM, 10 Step framework) and a process of realisation 
(5 stages of engagement) whilst developing a data architecture to underpin the change 
(capturing definitively a sense of lived reality). The model recognises the crucial underlying 
importance of culture (more broadly a socio-technical philosophical stance) and a complex 
adaptive systems context (complexity of the health and social care ecosystem).  
9.3  Key Contribution of the thesis  
The approach adopted by ICP OP has made an important contribution to implementation 
science in explicitly addressing change in community-based health and social care as change 
in a complex adaptive system, and changing ways of thinking at a system level around this. It 
has provided a conceptual construct of integrated care for older persons in Ireland for the first 
time. The approach allows a shared understanding of integrated care from an operational, 
clinical and strategic perspective. This allowed a common consensus on how to design and 
approach the challenge of operationalising integrated care.  
The utility of the approach operates across a number of levels that draws on the implementation 
literature and recognises the ecology within which the change is taking place. It allows 
managers to create organisational structures that support implementation. This fundamentally 
involves shared governance structures that support a shared vision and facilitates new and more 
effective roles. In addition, the facilitation (engagement) of the process support implementation 
in a tangible manner (that include hard edges such as MDTs and care pathways) that allow for 
systemic consistency. Finally, it addresses the need for high autonomy professionals to own 
and shape the change by providing direction, not dictat. This in turn allows local leaders to 
emerge and act collectively which in turn facilitates a shared local narrative on what the 
organisation is trying to achieve.  
The approach adopted is not an a la carte (let it happen) approach. Some structural 
fundamentals, such as good governance are a foundational element. This allowed the 
emergence of new organisational structures, focused on population rather than an institutional 
agendas. The provision of governance locally and nationally meant that emergent initiatives 
(frailty at front door, policy, technology), could be harnessed. This allowed local 
entrepreneurship to flourish but combined it with a national mandate, resources and linkages 
to a broader improvement network  
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The development of incremental guidance (ICP OP 2017, 2018b) as sites became more 
established, meant that exemplars of good practice were localised and being implemented by 
peers with access to similar resources. This avoided the interpretation of change as protected, 
‘laboratory like’ process happening in a well-funded, ‘green field’ research site context. 
Instead, change took place in the ‘messy reality’ of practitioners and managers local ‘brown 
field’ context. This respected the service reality and lived experience of participants. This 
meant that as sites commenced the process of implementation in different local context, there 
was latitude for local leaders to determine what the immediate priorities were and how they 
would spend resources provided by ICP OP. This was a very different approach to the 
established, centralised programmatic process of corporate decision making whereby local 
clinical and managerial leaders were told what resources they were getting and how they should 
be used. In tandem with this, the methodology adopted by ICP OP meant that sites were actively 
supported during implementation enablers (ICT, collection of data). This provided 
programmatic rigour but equally allowed each site to put a local flavour on their strategy, thus 
promoting a feeling of ownership and control. This co-production approach required a 
tolerance on the part of ICP OP for some ambiguity and emergence.  
The subsequent spread of innovation has happened through the network of participants rather 
than mandated policy. Whilst capacity (incentives) and capability (interest, motivation) are 
necessary, the implementation challenge is primarily a social one. At its core, the people that 
are going to make or break the adaptation of a new model are mainly front line managers and 
clinicians who will see the value proposed relative to the effort required. The 10 Step 
Framework has demonstrated utility in achieving this. In addition, the 10 Step ICP OP 
Framework has gained traction amongst other national clinical programmes as a means of 
expressing complex proposals. The national clinical programmes for children, chronic disease 
and rehabilitation have all adopted the approach of describing their programme of work based 
on the ICP OP Framework.  
In short, the rounded methodology, centred on the 10-step framework, and particularly as 
presented at the end of chapter 8,  has contributed to changed ways of thinking about integrated 
care, undoing a ‘roadblock’ to its achieving its potential in relation to any community-based 
service. 
The 10 Step ICP OP for integrating care for older persons adds value to contemporary 
frameworks (such as the Rainbow Model of Integrated Care and the Developmental Model of 
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Integrated Care) on two fronts. In the first instance, it allows for a shared understanding of an 
integrated care design components. This allows a common perspective on what the constituent 
elements of integrating care for older persons looks like and thus creates a shared vision. 
Secondly, it avoids imposing an idealised ‘model’ of care whereby implementers feel that a 
centrally designed and imposed model is not sympathetic to the local context. This 
accommodates the development of integrated care based on a recognition that the change is 
happening on ‘brown field sites’ where local historic and resource availability is 
sympathetically incorporated. In adopting this approach, it seeks to confer legitimacy on the 
personal and professional aspirations of local clinical and managerial leaders and supports that 
institutionally. In that regard, the novelty of the 10 Step Framework is that it combines that 
evidence of what works/what good looks like from a clinical perspective with the characteristic 
of successful implementation from an organisational perspective. This reflects contemporary 
theories on change in complex adaptive health systems.   
9.4  Recommendations for practice in strategic and operational deployment  
A key function of ICP OP programme was to share insights gained in order to inform scale up.  
In considering recommendations for practice, key international insights into scaling up 
innovation in health systems are drawn upon. This included strategies (planning and managing) 
to support scale up and economic methods that underpin scale up. Factors outside of the 
programmes control such as cost associated with demographic growth (e.g. additional home 
care, medications, inpatient costs, CIT development) are not addressed. 
9.4.1 Natioanl strategy 
The author recommends the following strategic decisions be addressed to enable operational 
delivery of integrated care: 
Strategic recommendation 1.  National policy targets for older people are made 
explicit, and outcome measures agreed. 
Strategic recommendation 2:  The emerging HSE commissioning process needs 
to support an incremental, strategic redesign of services that empowers and 
incentivises local leaders to develop services that are sensitive to local context. 
Strategic recommendation 3:  Interface between local redesign and national 
policy is critical to support sustainable change. 
Strategic recommendation 4: Integrated care needs to be built incrementally and 
undertaken at community network level with relevant partners (primary and acute 
partners, third sector agencies, business and academia).  
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Strategic recommendation 5:  Strategic funding is required. This includes 
repurposing existing funding or combining this with new ‘seed’ funding. 
Strategic recommendation 6:  Dedicated expertise is required to support the 
change nationally and regionally. Change does not happen spontaneously, and 
capacity to support change is necessary, as this is a dynamic social process, not a 
technical fix. 
Strategic recommendation 7:  Develop sustainable means of gathering and using 
data, these are necessary conditions to support change. Existing data systems 
provide a basis for building on this.  
Strategic recommendation 8: Develop educational offerings for people at the 
asset/resource development level using principles evoked in the present work. 
9.4.2  Scale-up  
The development of 96 Community Healthcare Networks, which is intended to support 
integrated care at a local population (50,000) level, is opportune. Dovetailing future ICP OP 
developments with current Community Health Networks will allow a focus at a population 
level on older person’s services. Fundamental national policy targets (Key Performance 
Indicators) can be made explicit and outcome measures agreed in this context as the absence 
of meaningful national metrics makes measurement and evaluation of the impact and benefits 
of integrated care extremely challenging. ICP OP has proposed a suite of metrics to address 
this (Appendix 9). Secondly the emergence and embedding of a formal commissioning process 
based on new HSE structures can support an incremental, strategic redesign of services 
(through local governance) that empowers and incentivises local leaders to develop services 
that are sensitive to local context. Despite some positive local examples of collaboration 
between primary and secondary care, there is a need to mobilise strategic linkages more 
substantively (nationally and regionally) through new commissioning structures. Finally, 
structure (governance) that has the potential to bring coherence of efforts and maximize 
resource and benefits in order to integrate related initiatives needs to be strengthened (e.g. 
Home Care, Falls, Dementia, and Old Age Psychiatry). Integrated care can then be built 
incrementally at community network level with relevant partners (primary and acute partners, 
third sector agencies, business and academia).  
The following recommendations are proposed in establishing community health networks as a 
cornerstone of integrated care at local level (Figure 101 to Figure 104):  
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Scaling Recommendation 1 (Goals for scaling):  In setting the goals of scaling up, 
fundamental agreement is required to achieve a balance of citizen and institutional 
goals, and how to collect relevant data on their achievement. These goals need to be 
agreed at a political and executive level in order to develop a suite of meaningful 
systemic outcomes that represent value on investment and user priorities (Figure 101).  
In mobilising the data architecture, the author worked with an independent data 
analytics company to develop a bespoke older person dashboard (Appendix 11) to seek 
to incrementally construct a shared population ‘performance’ data between hospital and 
community. This can be further developed to include ‘community’ data39  in order to 
triangulate the rounded set of available data for strategic and operation planning 
purposes.  
Scaling Recommendation 2 (Route to scaling):  Serving a population of 50,000, 
the Community Healthcare Network (CHN) provides an opportunity to connect 




                                                
39  https://older-persons.healthatlasireland.ie/uat/login/  
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Scaling Recommendation 3 (How to scale): The findings from this thesis indicate 
that an implementation methodology that sets a strategic direction but allows local 
flexibility on implementation, has demonstrated the capacity to develop considerable 
Figure 103.  How to scale 
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Figure 102.  Route to scaling 
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consensus on ‘what works’ with respect to implementing scaling. The main elements 
of such an approach are depicted in Figure 103.  
This approach allows local leaders to earn autonomy incrementally, and in turn it 
rewards strategic service re-design with further resources. The approach operates on 
the basis that local resources (people and care processes) can be more effectively 
leveraged with a relatively small investment. This is a departure from a traditional 
‘additionality’ mind-set whereby it is assumed that change can only happen with 
significant investment. This approach puts the process directly in the hands of local 
clinical and managerial leaders rather than being in direct corporate ownership and it 
is inclusive with regard to service users in the redesign process.  
Scaling recommendation 4 (What to scale): Findings from the  present work, and prior 
and emerging literature, support the necessity to include a combination of design 
features: community ambulatory pathways; partnering more effectively with voluntary 
community providers, users and carers; and orienting the incentives towards a Home-
First model.  
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9.5  Limitations of the study 
A number of limitations are worth noting.  
Implementing a construct as complex as integrated care and seeking to measure and 
determine the degree of impact of the change is a complex and substantial proposition. This 
is hampered by a number of factors. Integrated care by its very nature is multi-dimensional 
and polymorphous in nature. The context into which the construct is introduced is recognised 
a complex adaptive system. This means that ensuring accuracy of adoption, i.e. fidelity to 
the ‘model’ being applied, and the ability to control all confounding variables, are 
impossible.  
The evidence suggests that it takes 3-5 years to implement integrated care and yield the desired 
change (Busse and Stahl 2014, Rutten-van Mölken 2017). This reflects the fact that multiple 
enablers (ICT, workforce practice change, care pathway components) take time to become 
established and all elements have to be choreographed in order to deliver a positive outcome. 
This means the attribution of impact is a huge challenge and in some respects the story of 
change in itself becomes the measure.  
The annual planning and funding cycle mitigate against strategic development. Where funding 
allowed, ICP OP supported incremental (multi-annual) investment in pioneer sites. However, 
no multi-annual planning was possible (a necessary ingredient in integrated care) and therefore 
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Figure 104.  What to scale 
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incremental investment was not assured. As a consequence, pioneer sites opted to focus on an 
aspect of service redesign determined by local priorities, identified need, local resources and 
funding. Whilst individual sites opted to undertake service redesign in different parts of the 
pathway, all have had a positive impact within that discrete element of the patient’s journey. 
However, the development of a fully integrated service generally requires a strategic use of 
existing and new resources. Whilst the targeted investment in integrated care teams has been 
the catalyst for the development of local bespoke care pathways, much of the activity has 
evolved as result of an increased co-ordinated focus on older persons’ care, a focus on frailty, 
and the development of a frailty-attuned workforce. 
The results from the initial, design and test phase of the Integrated Care Programme Older 
People (ICP OP) programme reflects the emergent and early stage nature of the programme 
studied. In the spirit of co-production, it was essential to include pioneer sites in the 
development and refining of the metrics in order that they are meaningful. However, this does 
not fit with a political and organisational timeframe in which results are expected in a shorter 
timescale. In that regard, gaps in the data and its reliability and validity are reflective of the 
earliness in “early stage” of ICP OP. 
These early-stage results have demonstrated that there is the capability to address the 
challenges of implementation. As anticipated, the implementation of integrated care is not a 
linear mechanistic process. Not only does it take time to establish functional governance, 
recruit teams, redesign pathways, gather data and embed new care processes but critically, this 
process must be co-designed. This is increasingly highlighted in the international literature, for 
example by Braithwaite et al. (2018) and Rapport et al (2018) who note that systemic change 
in healthcare needs to deal with “… ‘reality as it is’ not how we would wish it to be”. This also 
reflects Ham and Walsh (2013) assessment of implementation: 
The experience of organisations that have made the transition to integrated care is long and 
arduous, managers need to plan over an appropriate timescale, typically five years and base 
their actions on a coherent strategy 
Despite these limitations, the indication at this ‘design and test’ stage is that the approach 
adopted is working and finding acceptance from clinicians and managers who have ownership 
of this change. A combination of national enablers and local leadership, supported by national 
and local governance appears to work well. The increase in sites (actual and proposed) and 
emergent redesign of older person pathways within existing sites appears to reinforce the 
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hypothesis that local capability exists to address change. If the right conditions are created 
nationally there appears to be a willingness to engage. The critical difference is that the design 
of the change, whilst set out in terms of ‘hard edges’, requires the ability within the design 
process to allow local variation. This creates challenges for the system in terms of urgency, 
what constitutes effective investment and perceptions of priorities. It also creates challenges 
for ICP OP in terms of attribution of impact, consistency of local models and collection of data 
to demonstrate value. 
9.6  Future work 
The implementation experience of ICP OP has highlighted the need for further research. The 
results from the thesis point to latent capacity within the health system that can embrace and 
implement change if the right methodology is adopted. The fundamental proposition has 
involved engaging local managers and leaders with a conceptual framework, enabled by ICP 
OP. This approach appears to appeal to people more than a more centrally defined, 
programmatically heavy approach. In substantive terms the ‘what’ of integrated care had been 
well described. However, the ‘how’ of implementation in integrated care had received less 
attention. Despite recent work on drilling down into implementation on European jurisdictions 
(SUSTAIN, PROJECT Integrate) there is still a tendency to describe what should be assembled 
rather than how to assemble them.     
A more substantive focus on the dynamics of implementation is merited. Complex dynamics 
such as trust, social capital and relationship-building are at the heart of successful 
implementation. Data and logic (i.e. evidence) are insufficient of themselves to motivate 
change. Likewise, improving processes and changing organisational structures have limited 
impact. There is a growing recognition of the role behavioural insights play in addressing 
human behaviour. Social forces are a powerful driver. In the context of implementing 
integrated care there is scope for further exploration within the implementation of ICP OP in 
terms of how these social forces impact on peoples’ readiness for change. In tandem with this 
is the need to explore the role of personal factors. This includes ‘softer’ issues such as personal 
and professional purpose and meaning as a driver of change. 
However, it was considered beyond the scope of this research project to explore the underlying 
psychological and sociological dynamics that motivate participants tasked with 
change/implementation. The impact of social nudges on professional groups is an area yet to 
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be explored in order to understand how momentum builds for change, how the impact of peers 
shapes and sustains spread in this context.  In that regard, the social dynamics that influence 
change in complex adaptive systems merits further exploration. In tandem with this, there is an 
opportunity to explore staff experience of change. While the survey undertaken was concerned 
with the methodology used to support change, however, it did not include the personal 
perspectives of the actors involved in order to gain insights into the part played by underlying 
autonomy, purpose, and meaning as a source of professional motivation 
In addition, more discrete areas of research in local-level operations would be welcome. The 
ripple effect of integrated care in pioneer site A indicates opportunities for greater effectiveness 
in terms of a service design centred specifically on an ambulatory hub. The concept of the hub 
is departure from the traditional day hospital and offers a more dynamic approach to service 
development. Whilst some early local impact has been referenced in this thesis, the wider 
impact of a hub on service utilisation (hospital admissions), on potential to remain at home, 
and on avoiding/prolonging the need to access long-term care, is an emerging area of research 
requiring to be considered. In expanding on this, there is an opportunity to further research the 
entire pathway when all components of the 10 Step Framework are in situ and a more 
comprehensive redesign is being implemented.  
Finally, implementation and insights into change in health systems is something that has to be 
deliberately attended to. This means adopting the appropriate methodology. An educational 
offering that address this across many layers of multiple organisations is necessary. Despite its 
ubiquitous presence, delivery of integrated care and/or implementation of systemic is not 
commonplace.  
More immediately, the author has been invited to collaborate on two Health Research Board 
(HRB) applications. The first led by Dr. Sara Burke (TCD) is proposing to take insights from 
ICP OP into the formation of new integrated structure in Ireland. The development of Regional 
Integrated Care Organisations (RICO) will be informed by lessons from ICP OP in terms of 
data architecture, models of leadership and change, workforce changes and use of funding. As 
indicated in the body of the thesis the author collaborated with TCD on a study exploring how 
the implementation of integrated care might inform the adaptation of a system of universal 
healthcare (Barry et al 2019). The proposal to investigate and inform RICO development builds 
on this research. A second HRB application involves the author collaborating with UCD on a 
more formal evaluation of ICP OP in exploring the factors that influence adaptation, scale and 
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sustainability. There is scope within this to explore the psychological and social dynamics as 
outlined. At an international level, an opportunity to collaborate on implementation was tabled 
at IFIC 2018 by Walter Wodchis. The author has agreed to join a consortium from SUSTAIN 
to inform implementation.  
9.7  Epilogue 
There were a number of challenges to undertaking this thesis through implementation and 
reflection on action. The task is incredibly complex and a significant challenge to 
implementation. The need to simultaneously mobilise multiple complex interdependencies 
involving funding, new roles and clinical practices, establishing new pathways whilst avoiding 
industrial relations, legal and technical pitfalls poses a substantial challenge to implementers.  
In addition to this is the emergent and organic nature of implementing a new model of care and 
the time it takes to demonstrate impact.  
Whilst the policy landscape has positively changed with the emergence of Slaintecare, the 
maturity of sites is now beginning to demonstrate greater impact. In a recent analysis of data 
from pioneer sites, (Jan to Sept 2019, See Appendix 20) the data demonstrated that the ICP OP 
team caseloads largely comprised of complex, community dwelling adults. In addition, this has 
resulted in 10,000 Comprehensive Geriatric Assessments undertaken. This was the intended 
population for intervention. In tandem with this, the acute hospitals in these sites experienced 
reductions in admission whilst simultaneously experiencing an increase in attendance. 
Currently, (Oct 2019) work is underway to reflect that change in the dashboard in order to 
accelerate scaling up of pioneer sites. Since the publication of the Insights into Implementation 
of Integrated Care for Older Persons (ICP OP, 2018b), the programme has been included in 
the Slaintecare Implementation Plan (DoH, 2019).  The intention to accelerate the ICP OP 
(Action 4.5.1, p.41) is timely. ICP OP is already addressing other Slaintecare Actions such as 
bespoke pathways for populations (Action 4.1) and new community-based roles (Action 4.2). 
ICP OP will benefit from GP contractual changes proposed (Action 4.4). Recent engagement 
between ICP OP and the Slaintecare Office has included a workshop in the Department of 
Health (Feb 2019) to determine priorities for scale up.  
A Slaintecare Integration Fund (in the order of €20 million) was announced for April 2020. 
The author and clinical lead were invited to adjudicate on submissions to the fund that sought 
to address integrated care for older persons (€4.5 million). It was agreed with the Slaintecare 
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office that any applications submitted under the Slaintecare Integration Fund to address older 
persons integrated care needed to demonstrate fidelity to the 10 Step Framework as a condition 
of funding. This funding went to new and existing pioneer sites undertaking integrated car 
initiatives for older persons.  
At a further strategic level, the implementation of the Community Healthcare Organisation 
Report (2018) has resulted in the opportunity to align ambulatory hubs and the development of 
community health networks. This has resulted in an ICP OP bid of €16 million going to the 
Office of An Taoiseach at a July 2019 Cabinet meeting, based on the work on overall older 
person service design led by the author and clinical lead (Figure 98). As a result of the work 
undertaken by ICP OP in demonstrating that a new model of enhanced community care can 
yield positive outcomes, the government approved €10 million for 2020 to enhance older 
person and chronic disease community pathways, rising to €60m in 2021 under an Enhanced 
Community Care Fund (ECC). A total of €400m investment is planned in integrated 
community services over the next 3 years representing approx. 1,000 extra staff. The route to 
scaling this investment within the ECC reflects the recommendations made in this thesis 
(Figure 101 – Figure 104) and the metrics under consideration are drawn from the ICP OP 
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Appendix 1.  Brief notes on aspects of Irish health policy and strategy. 
a.  National health policy 1988-2004 – brief notes 
1988-2004 
A large number of strategies and reports and reforms have shaped the present landscape: 
• The Robins report (1988) described a need for enhanced community care, district based multidisciplinary teams, comprehensive and co-
ordinated services and to maintain good health. Implementation was actually a resourcing plan.  
• Quality and Fairness (DoHC, 2001a): a vision to strengthen the component parts of the system, improve efficiency, reduce inequality of access 
and invest in discrete elements of service provision (e.g primary care).  
• The Primary Care Strategy (DoHC, 2001b): a vision to support a geographic focus, improve infrastructure & diagnostics access, develop 
integrated interdisciplinary teams.  
• Individual health boards: strategic initiatives e.g “Aging with Confidence”(SHB, 2002). 
• The Prospectus Report (DOHC, 2003), addressed need to change structures and functions: 
o Rationalise the functions of the existing network of Health Boards (perceived to be overly influenced by politics and inequitable re 
service access). 
o These  were perceived to impede the implementation of Quality and Fairness (DoHC, 2001a) and the Primary Care Strategy (DOHC, 
2001b).  
o Remove duplication  
o It aimed to improve governance and efficiency by creating more streamlined processes and reporting relationships.  
o A recurring theme was poor integration of services resulting from existing structures and the potential for more integration of services 
within regions 
o Primary reform: a single national entity, the Health Service Executive.  
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o The HSE was to be supported by a four-region system, subsuming the 11 autonomous health boards (abolished), and many of the large 
number of other health-related entities which reported into the Department of Health (combined/ abolished).  
The HSE became the main structure for the public health service on January 1st 2005.  
2005-2014 
Under Austerity 2009-2014 the Irish health system had 22% reduction in spending from 2009, and investment in reform programmes reversed. Of 
the three big spending departments, health suffered more than social protection or education (Figure 105). The focus on efficiency and cost-cutting 
(pay, headcount), became much stronger, damaging managers’ capacity to develop and reform services (Thomas et al., 2014; Connors, 2014). 
Damaging signs emerged from 2013, with growing waiting lists, reduced hospital activity and increased agency (temporary labour hire) costs, 
leading to an unstable workforce. (Trinity Resilience Project: Burke et al., 2014) 
 
Figure 105.  Change in health, education and social care funding (2009-13) 
Future Health (DoH 2012) assess current system as acute-centric, problematic unsustainable. 
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The National Clinical Programme, Older People (NCP OP) was established in 2010, to synthesise and disseminate best practice in gerontological 
health care, in an advisory and educational role. Its specific brief was to describe a universal (national) model of care for older people in Ireland. 
The NCP OP published an Acute Care Model for Older Persons (NCP OP, 2012) which described the elements of an inpatient care pathway. This 
model was intended as one of three care models that included mental health, and care in the community. The NCP OP also developed 
complimentary guidance (NCP OP 2013, NCPOP 2015a, NCP OP 2015b) but its role did not involve implementation of that guidance. As a result, 
NCP OP did not engage with service managers or local clinical staff in implementing the published (or proposed) model of care, that was not in 
its mandate.   
Positive Aging: The National Positive Ageing Strategy (2013) was the first government policy on older persons. However, this addressed more 
conceptual and attitudinal issues rather than service reform in practice. In fact, by 2016 no government policy existed on the specific needs of 
older persons in Ireland, let alone the integration of services to meet those needs.  
The ‘Healy Report’ (HSE, 2014), proposed a major revised health service structure, which informed the major national/local components in place 
for the ICP OP project: 
• Hospital Groups (HGs) linked to academic institutions for teaching and research, with acute care re-organised within the overall group 
resource (DoH, 2013b),  
• Community Health Organisations (CHOs) working collectively to provide a range of well governed, increasingly autonomous services, 
with per-50,000 population as the main unit for primary care, focusing on populations, and facilitating integrated care.  
• The HSE as a commissioner of services, setting strategic direction through an evidence-informed commissioning cycle.  
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2015-2019 
The Oireachtas All-party Committee on the Future of Healthcare: Sláintecare Report (Govt. of Ireland, 2017) proposed a 10-year blueprint for the 
structure, organisation and delivery of services towards a universal health care system. The ongoing and emergent project follows a national desire 
to shift towards universal health care, and it reflects, and is reflected in, current policy and strategy. This is the biggest strategic reform since the 
establishment of the Health Service Executive (HSE) in 2005 (Campbell 2016, Burke et al., 2018, Smyth et al., 2016).  
b.  Context of payment modes in the Irish Health System 
A very brief characterisation of health funding follows (DPER 2016a, ESRI/Wren et al., 2017):  
• Health services primarily funded by taxation (77%), with the balance made up by voluntary insurance and out-of-pocket payments.  
• All citizens of the state entitled to treatment in public hospitals.  
• General Practitioners care for both a private (generally out of pocket payment), and public clients (per-capita Medical Card fee paid by 
state for those on low incomes).  
• Medications, services (eg aids, appliances) Out Of Pocket’, except for medical cards  
• Private voluntary health insurance (46% pop) - quicker access to elective services.  
• The mix of private and public funding creates substantial inequities in access  
• Even emergency cases with private insurance delayed at ED/A&E as points of access. 
Ireland was reported to compare poorly with other OECD countries in terms of  Health spend at 10.1% of GDP (DoH 2016), and physical/ human 
resources of practising nurses, physicians, and acute beds per 1,000 population (European Observatory/McDaid et al., 2009; Farrell, 2016).  
From 2012-2016, under austerity, homecare funding, bedrock of community service, fell in the order of 15% below what was required to maintain 
2011 levels (Connors, 2014).  
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Figure 106  Home care funding (actual v required, 2006-2018) 
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c.  Author’s personal background and motivation (expanded) 
A number critical experiences influenced the motivation for this study. The first of these involves the authors substantive background in mental health services over 26years. 
These roles included working as a clinician, service manager, service innovator40, practice development and educators and Director of Nursing. This experience exposed the 
best and worst of the transformation in mental health services over that period of time. This included formative experience in institutional setting where the individuality and 
rights of the individual was subjugated to the needs of the institution as articulated by Goffman (1961). However, over the same period a major shift to community care resulted 
in the closure of these institutions and the re-design of care pathways around population cohorts with unique needs such as people with severe and enduring mental health 
problems (Bell and Lindley 2005). 
In tandem with this the author has held senior executive positions locally and nationally. This included as Hospital Chief Executive of a Model 3 Acute Hospital and nationally 
as a Performance Management and Improvement Executive. The former position involved the strategic and operational management of a with a full range of acute services. 
This exposed the author to 33 clinical programmes whose function was to implement best practice with key cohorts of patients. However, these programmes were idealised 
versions of reality, underpinned by assumptions of resources and were overwhelming in terms of sheer volume. They also simply stated how ‘things ought to be’ without a 
methodology to implement their aims and objectives. In terms of the latter the author held a national brief and was exposed to the latent professional and managerial capability 
within the system that was not enabled by the national structures and methods of problem solving. 
The invitation to take on the position of Senior Programme Manager for the proposed Integrated Care Programme for Older Persons provided an ideal opportunity to draw on 
these experiences. The author identified many parallels between mental health services evolution and older people. This included moving from institutional care towards care 
in the home, the development of community base multi-disciplinary teams and a focus on older people as an underserved cohort. In addition, the author was aware of the 
potential for capable local leaders to be harness in terms of a process of change and how a position of influence at a policy level could enable this as a deliberate change 
methodology. This included harnessing many of the lessons within mental health on user led design.   
                                               
40 *The author was awarded the Queens Nursing Institute Award for Innovation (1996). 
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Appendix 2.  Summary of Rapid Literature Review: (a) Systematic reviews and (b) evaluation Studies  
a.  Systematic Reviews 
Author(s) 
(year) 
Location  Focus of review     Findings  
Stewart et al.  
(2013) 
Canada  PRISMA Programme. Integrated care Older Persons.  Reviewed evidence of 
effectiveness over 24 years 
Increased feelings of personal empowerment, and improved client 
satisfaction with the care provided.  Creating partnerships between policy 
designers, project implementers, and academic teams is an important 
element in achieving these goals. 
Shepperd et al.  
(2013) 
USA Case management >70s: 24 RCTs with case management or hospital inpatients, 
most >70; Individualised discharge planning for a patient prior to leaving 
hospital 
Mortality improved in patients with a medical condition (usually heart 
failure), those having surgery, and those recovering from a fall. 
Wodchis et al. 
(2015) 
Int’l Single point of entry, holistic care assessments, comprehensive care planning, 
care co-ordination and a well-connected provider network 
Clinical integration as a starting point. Single point of entry. MDT 
approach, Case managers, engage patients and carers in design.  
Philp et.al.  
(2013) 
Int’l  Integrated care targeting Frail Older patients Improved discharge, shared records, case finding and preventative 
interventions.   
Stokes et al.  
(2015)  
UK Effectiveness of case management Case management effectiveness is limited without other critical service 
components  
Davies et al.  
(2011) 
Int’l  10 quantitative studies. (N=17), 2 process evaluations, 1 mixed methods study, 
4 qualitative studies. Multidisciplinary care, collaborative working and district 
nurse support.  
Mixed or no improved outcomes. 
Goodman et al.  
(2012) 
UK 37 RCTs, 8 Non-randomised control trials, 14 including 1) Integrated team 
model,2) case management model, 3) collaboration model Community 
dwelling older persons with multiple long-term conditions 
Mortality unchanged, increased satisfaction.  
Trivedi et al.  
(2013) 
Int’l 37 RCTs. Inter-professional working (IPW)  Older persons with complex and 
multiple needs 
Caregiver burden reduced, increased satisfaction, improved functional 
status 
Larsen et al.  
(2006) 
 
7 RCTs  of  older adults who had experienced a stroke  Early home supported 
discharge (EHSD) using an Interdisciplinary team to plan to co-ordinate and 
deliver care 





9 RCTs  with frail elderly persons living in the community Improved costs and activities of daily living 
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Nolte (2015b) UK RAND EU report on integrated care UK pilots for specified chronic disease. 
Significant challenge to integrate care. flexibility of approach. Focus on the 
needs of users. 
  Staff experience improved. Patients not seeing benefits. Improved care 
process, MD communication and job satisfaction 
Valentijn et al. 
(2013) 
NL Reviewed components of integration. Prominence given to clinical and 
professional rather than systemic dimensions 
Identified six integrative element comprised of 59 components. 
Professional, clinical, organisational, normative, functional and systems.  
Oliver et al. 
(2014)  
UK Focuses on older persons and their needs rather than structures. Defined ‘what 
works’ for older persons in terms of health and social care 
Expert input, systematic reviews and case studies.  
Mitchell et al. 
(2015) 
Australia Reviewed impact of integration at primary and secondary care level Superior outcomes at modest increased cost. Key characteristics include 
MDT, Patient pathways, self-management and patient education 
Berglund et al. 
(2015 a,b) 
Sweden  62 case studies over 9 years.  Local collaboration and co-operation irrespective of organisational 





b.  Evaluation Studies 
Author(s) 
(year) 
Location  Service design  Impact  Methodology 
Herbert et al. (2003) Canada  Co-ordination between decision-makers and managers, a single entry 
point, a case management process, (4) individualised service plans, (5) a 
single assessment instrument based on the clients' functional autonomy, 
and (6) a computerised clinical chart for communicating between 
institutions for client monitoring purposes 
 
Reduced functional decline, unmet need, ED visits. Increased 
satisfaction. No change in cost 
Quantitative  
review  
Boult et al. (2013) USA Guided Care Project.  850 patients. Comprehensive assessment, care 
planning, monitoring of symptoms and adherence, transitional care, 
coordination of health care professionals, self-management, support for 
family caregivers, and enhanced access to community services 
 
Decreased emergency admissions and days spent in nursing facility  Cluster  
randomised  
trial  
Counsell et al. (2007) USA GRACE Project. 950 adults 65+. 2 years of home based intervention by 
nurse and social worker  MDT Assessment, case management, self-
management 
 
Improved access and reduced secondary care costs RCT 
Thistlethwaite (2011)  UK Case study in Torbay.  Case finding, health and social care targeting of 
alternatives to institutional care and increased home care. 
 
Reduced bed use, reduced delayed discharge, reduced long term 
care, increased home care.  
Case study 
MacAdam (2015) Canada  PRISMA programme targeting Frail older persons with functional 
impairment (1) co-ordination between decision-makers and managers, 
(2) a single entry point, (3) a case management process, (4) 
individualised service plans, (5) a single assessment instrument based on 
the clients' functional autonomy, and (6) a computerised clinical chart for 
communicating between institutions for client monitoring purposes. 
 
Reduced functional decline, unmet need, ED visits. Increased 
satisfaction. No change in cost. 
Quantitative  
review  
Roland et al.  (2012) UK  Impact of case management on emergency admission, cost and quality of 
care 
Increased emergency admissions (9%). Reduced Pt satisfaction. 




Keong et al. (2012)  Singapore  SPICE programme. Replicated PACE targeting at risk frail older persons 
to avoid institutionalisation.  
Decreased admission (66%). Improved self reported health (18%) 





Silvester et al. (2014) UK Impact of bespoke frailty pathways  improved patient flow, reduced mortality, increased capacity pre-post  
intervention  
analysis 




Impact of integrated service redesign reduced acute admissions, reduced long term care, reduced LOS, 






Appendix 3.  Key Contributions from ICP OP Team and Partners 
The contribution of the author has been set out previously (Chapter One). As National 
Programme Manager for ICP OP, the author was responsible for design and operational 
implementation of the programme. The author carried the organisational mandate to release 
resources to local managers/clinical leads as they addressed the 10 Step Framework. As 
indicated, this role allowed the dual role of researcher and implementer to be realised. All 
strategic decisions on the programme direction were taken by the author and clinical lead (and 
in the absence of a clinical lead from June 2018-July 2019). The author operated in the space 
between strategy and operations (implementation) as it pertained to older people in Ireland. 
This included being a member of the national Older Persons Commissioning Team and the 
national Acute Hospital Commissioning Team (Unscheduled Care). However, implementing 
integrated care requires substantial collaboration and it would not have been possible (or 
desirable) to implement the initiative outlined in this thesis without substantial input from a 
network of people. The following is a high level description of the contribution of others.  
The ICP OP team consisted on 3.2 whole time equivalents. This included two service 
improvement leads (SIL), a project manager (0.8wte) and a programme administrator (0.4wte). 
All team members reported to the author. In addition, a clinical lead worked on the programme 
on a part-time basis (0.4 wte). The clinical lead gave advice on clinical design, liaised with 
clinical leads in sites where necessary and worked closely with the author on strategic 
programme decisions. The service improvement leads (SIL) were allocated to individual 
pioneer sites to support the implementation engagement process (Figure 34, Figure 97). Their 
substantive role was to support pioneer sites. This includes practical advice and support (formal 
and informal), co-ordinating local events (pathway mapping) and supporting national 
networking events. The SIL also took a lead on discrete elements of the programme such as 
service user engagement and data management. The project manager undertook programmatic 
support (reporting) and led on ICT implementation. Finally, the programme administrator 
addressed administrative aspects of the programme and co-ordinated networking events.  
At a local level, the author worked with project leads who addressed implementation locally. 
This was undertaken in conjunction with the SILs and the author. Local managers/clinical leads 
were instrumental in delivering local change in following the 10 Step framework. The author 
and SILs facilitated the networking of local leaders either formally through the networking 
days or informally networked. Resources were secured by the author and SILs and provided to 
367 
local leads to support implementation This included programmatic support (project managers) 
ICT hardware, opportunities to introduce new roles, job descriptions and organisational 
sanction for local plans. In turn, local sites collected and returned data, tested technology and 
implemented new care pathways.  
Partnerships were cultivated with academia (Trinity College Dublin, UCC) that provided a 
strategic opportunity to shape policy (Slaintecare) and undertake research. The latter included 
the work referenced with Dr S Barry on using the experience of ICP OP implementation to 
gain insights into the potential implementation of universal healthcare in Ireland. This work 
was conducted in tandem with TCD and the survey was developed to address both area of 
inquiry. Ethical approval for the survey was gained through TCD in tandem with Dr S Barry 
(Appendix 5).     
The national contribution was provided by the programme sponsors. This included the Clinical 
Strategy and Programmes Division as well as the Social Care Division. The national directors 
of the respective divisions provided and organisation mandate and financial sanction for ICP 
OP to design and test integrated care. At an operational level, Mr M. Fitzgerald co-chaired the 
ICP OP Steering Group and acted as a key link to national directors where senior intervention 
was required that were fundamental to ICP OPs mission.  
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Appendix 4.  Summary of Key Finding on Health System Improvement 
 





Adler et al. 
(2008) 
Professional Work: 
The Emergence of 
Collaborative 
Community. 
Tension between professional status and formal 
organisation of work. Entrenched aversion by 
medical professionals to ‘managerial’ behaviours 




Bate (2004) The role of stories 
and storytelling in 
organizational 
change efforts: the 
anthropology of an 
intervention within a 
UK hospital. 
Importance of storytelling as a unifying master 
narrative in organisational change efforts linking the 
past to the future and creating a sense of common 












Health Care: A 
Realist Review. 
Realist review identified five 'simple rules' of LST 
that were likely to enhance the success of the target 
initiatives: (1) blend designated leadership with 
distributed leadership; (2) establish feedback loops; 
(3) attend to history; (4) engage physicians; and (5) 
include patients and families. 
Realist review n/a Quality 
improvement 
Bradley et al. 
(2009) 
Research in action: 
using positive 
deviance to improve 
quality of health 
care. 
Positive deviance approach useful as a methodology 
for organisational change 










thought to influence 
the success of quality 
improvement in 
primary care: a 
systematic review of 
instruments. 
Developed thematic instruments that increased the 
potential for successful QI through synthesising QI 













Management Roles -- 
Clinician champions needed to bridge clinician 
management divide. Quality information that is 
mutually beneficial is important.  








Health Care: Getting 
There from Here. 
Methods used by high-reliability organizations to 
generate and maintain high levels of safety do not 

















Schematic developed to integrate improvement 
methodologies. Distilled into 4 parts   1) culture, 
organization, communication 2) process 









safety: lessons from 
other disciplines. 
Lessons from high reliability industries requires a 
combination of leadership attention, culture of safety 
and technical solutions 
Case studies n/a Medicine  
Denis et al. 
(2012) 
Leadership in the 
Plural. 
Tension exists between pluralizing leadership in 
settings of concentrated authority such as 
professional organizations. Authors advocate social 
network perspectives to explore the dynamics of 
power and perspectives on leadership 








Major lesson that IHI-QI practitioners can take from 
deployments of Lean with common ground.  
IHI White Paper n/a Quality 
Improvement 
Dixon-Woods 
et al. (2011b) 
Explaining 
Michigan: 
Developing an Ex 
Post Theory of a 
Quality Improvement 
Program. 
Outlines the combination of factors that allowed QI 
initiative to gain traction internationally by 
embedding QI change as professionally driven, 
becoming professional norm and having some key 






et al. (2012) 
Ten challenges in 
improving quality in 
healthcare: lessons 





Analysed evaluation reports relating to five Health 
Foundation improvement programmes using a form 
of 'best fit' synthesis. 
Systematic 
literature review 











The study highlighted the need for the relationship 
between measurement, analysis and knowledge 












Quality of Health 
Care in the United 
Kingdom and the 
United States: A 
Framework for 
Change. 
Provided a multi-level change framework for 
assessing QI progress.  
Theoretical paper n/a Quality 
Improvement 
Frankel et al. 
(2006) 





Tools to Achieve 
High Reliability. 
Authors developed conceptual map of key elements 
of QI, including: Fair and Just Culture principles, 
Teamwork, Training and Communication, and 
actions that align leadership and frontline 
perspectives through effective use of adverse event 










Doctors attitudes to a 




Highlighted the need for cultural congruence 
between clinicians and organisational goals. Used 
cultural web framework to explore the attitudes of 
junior doctors towards a patient safety and quality 
improvement programme.  





How Do You 
Modernize a Health 





Large scale change reviewed in terms of critical 
determinants of evolving and sustainable change and 
described the drivers of this change (context and 
mechanisms)  






'If We Build It, Will It 
Stay?' A Case Study 
of the Sustainability 
of Whole-System 
Change in London. 
Explored sustainability of whole-system change, 
tension between past practice and the adaptation and 
aspects that proved sustainable.  








and Effectiveness in 
Organizations are adapting their performance 
management systems in ways that are compatible 
with a quality emphasis. Greater alignment of quality 
and performance management is associated with 














Review of contribution of information systems such 
as automated medication prescribing suggests that 
health information technology can improve the 
quality of healthcare.  






How can a social 
capital framework 





Improving social capital will enhance team 
relationships between nurses and enhanced cohesion 
will have a positive impact on patient outcomes. 
Qualitative  8 
Nursing  
Kaplan et al. 
(2010) 
The Influence of 
Context on Quality 
Improvement 
Success in Health 
Care: A Systematic 
Review of the 
Literature. 
Synthesizes key improvement factors: leadership 
from top management, organizational culture, and 
data infrastructure and information systems. Years 
involved in QI were suggested as important to QI 
success   
Systematic 





al. (2005)  





Perceptions of the perceived priority of safety 
moderated the incidence of treatment errors as well 
as the relationship between the way employees 




Kennedy et al. 
(2011) 




Elements to improving quality include data, 
accountability, values and behaviour, monitoring 
and control, recognition and reward, patient 
consultation 





centred care: a 




organizations with a 
reputation for 
improving the patient 
experience. 
Organizations that have succeeded in fostering 
patient-centred care have gone beyond mainstream 
frameworks for quality improvement based on 
clinical measurement and audit and have adopted a 
strategic organizational approach to patient focus 
Qualitative  40 
Quality   
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IPIP used the leadership of the medical profession to 
align efforts to achieve large-scale change and to 
catalyse the development of an infrastructure 
capable of testing, evaluating, and disseminating 
effective approaches directly into practice. 
Qualitative study 5 states Medical  
Mc Cormack 
et al. (2002) 
Getting evidence into 
practice: the 
meaning of 'context'. 
The concept of context lacks clarity and so the 
implications of using context as a variable in 
research studies exploring research implementation 
are as yet largely unknown. 
Conceptual 
analysis 





Stories from the 
Sharp End: Case 
Studies in Safety 
Improvement. 
Culture change as critical to making patients 
safer,transcending particular safety methodology 
Policymakers could help stimulate a culture of safety 
by linking regulatory goals to safety culture 
expectations, sponsoring voluntary learning 
collaborations, rewarding safety improvements, 
better using publicly reported data, encouraging 
consumer involvement, and supporting research and 
education 












Common ingredients in health care QICs identified 
such as in-person learning sessions, phone meetings, 
data reporting, leadership involvement, and training 








of improvement: the 
research. 
Explores which actions and factors are important, for 
improvement. Explores leadership influence and 
organisational factors.  




The determinants of 
successful 
collaboration: a 
review of theoretical 
and empirical 
studies. 
Very little of the empirical work has dealt with 
determinants of inter-professional collaboration in 













Improvement from a 
Study investigates the mechanisms behind 
motivating employees to participate in QI and 
reveals communication, data, meaningfulness, trust, 
employees valued as individuals, training and 
education, and authority and responsibility based on 






cross-functional, cross-professional improvement 
work.   





Advocates collaborative leadership model. This 
requires a compelling strategic narrative, trust, 
fairness, compassion for staff, delegation of 
responsibility with QI in all roles, team working, 
cross boundary collaboration, co-operation and 
learning 
Case studies n/a Management  
Veldsman 
(2012)  
The stories that 
leaders tell during 
organisational 
change   
Highlights the critical nature of stories to portray 
vision, values and behaviours that connect the past 
with the future and a shared organisational 
philosophy, connectivity and meaning 




Appendix 5.  Divisional Feedback  
Primary Care Division: 
Thematic area Primary Care Division Feedback  Programme response 
Design principles  1. Issue of defined target group and older 
person as terminology too broad.  
2. Screening approach deemed important. 
3. Issue of hard to reach group raised.  
4. Open Referral system advocated such 
that there are no barriers to access. 
5. Single point of access is fundamental.  
6. Engage Older Persons in design as 
soon as possible.   
1. Programme title fixed but defining 
target group acknowledged.  
2&3. Population stratification key 
design element included.  
4&5. Referral system to be evaluated in 
pioneer area.  
6. User input included as part of next 
phase.    
Structures  1. Differentiation of PHN and Case 
Manager role to be addressed to recognise 
traditional strength of PHN role. 
2. Skill set and readiness for role to be 
addressed.  
3. Case Managers need to viewed/act as 
enablers, not as deliverers of service. 
4. Close alignment with the Acute 
Hospital Groups required.     
1. PHD strategy to be addressed in 
conjunction with Nursing Lead, 
NCCPOP.  
2. Roles to be tested and evaluated as 
part of implementation. 
3. Consultation and Liaison and 
Brokerage roles to be tested.  
4. AH will be included in governance 
locally and nationally   
Enablers 1. Data protection raised in context of 
open referral system.  
2. Directory of resources.  
3. SAT must be needs-based  
1. ICT division to address as part of 
project prep. 
2. To be incrementally built.  




1. Incentives for local level will need to 
be structured.  
2. Suite of guidance’ will need to be 
drawn up and provided to the initial 
pioneer site.  
3. Cross-fertilisation’.  
4. Evaluation to address sustainability  
1. ICP OP will include economic 
evaluation.  
2. Under development.  
3. Networks will be developed. 
International links being established. 
4. Evaluation will be a key part. 
Risks  1. Understanding what is to be measured 
is crucial.  
2. The lack of a ‘Directory of Services’ is 
a serious problem.  
3. Maturity of CHO and decision making 
in CHO structure to support project 
highlighted  
1. KPIs to be developed further with 
expert input  
2. To be developed on each site.  
3. CHO rep on implementation group 
nationally and local governance group.   
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National Ambulance Service: 
Thematic area National Ambulance Division Feedback  Programme response 
Design 
principles  
1. Opportunity to develop and maintain a 
shared Directory of Resources to form part of 
the Integrated Care Hub.                              
2. IC Hub liaising with GP out-of-hours 
services critical.                   
 B12 B2 
3. Potential to tap into proposed role of 
community paramedic.        
4. SAT is a key enabler in tandem with the 
NAS integrated electronic patient care report 
(ePCR) system.                                                                 
5. The ‘Hear and Treat’ move away from the 
only option at present (to bring Older Persons 
to ED).     
1. Will develop as part of pioneer area                                                             
2. Design of HUB to include 
suggested changes including roles       
3. SAT is integral to pioneer site                                                                                
4. Opportunity to align with ‘Hear and 
Treat’ to be on agenda in pioneer area. 
Structures  1. Integrated care partnership board as a local 
governance and development model.                                                                                   
2. Person X suggested that Person Y and 
Person Z should be considered for membership 
of the Programme’s National Working Group. 
1. Will endorse and propose local 
governance structure.                        
2. To include NAS on implementation 
group 
Enablers 1. Out of Hours response is something NAS 
well placed to collaborate on in developing 
integrated response.                                
2. Linking with the Advanced Medical Priority 
Dispatch System (AMPDS) to provide a 
unified system used to dispatch appropriate aid 
to medical emergencies to be considered                                        
3. NAS CAD system uses a dispatch code 
which potentially could be used to assist with 
case finding  
1&2&3. Will seek to harness use of 
current systems in pioneer area                                                                         
Change 
methodology 
1. Border areas potentially looked at being 
used as a pioneer area  
1. To submit as a proposal to 
leadership team 
Risks  1. Replicability to ensure what is carried 
out/implemented are ‘practical solutions’ 





Thematic area Acute Hospitals Group Division Feedback  Programme response 
Design 
principles  
No issues identified with programme design NA 
Structures  1. Clinical leadership needs be fostered 
throughout the Programme so that the area of 
leadership is not a difficulty  
1. Key clinical leaderships roles locally 
and nationally will be engaged and 
supported 
Enablers 1. Ensure that the financial ‘gains’ are separated 
against those from the delivery of services 
2. Population Stratification could be done in 
Central Office which will provide sufficient 
demographic planning (e.g. 1 per 1,000). This is 
key as the figures will vary greatly between 
different areas 
1. Commissioning Cost Accounting 
and Funding Unit are key partners in 
designing and evaluating outcomes                                                   
2. Population stratification to be 
explored strategically across all 
integrated care programmes. Health 
intelligence and population health are 
being engaged in process to ensure 




1. Need to think about local innovation led by 
committed local leaders versus systemic change 
and doing so at scale. possible approach 
includes utilising 5% of budget be devoted to 
whole change, reducing capacity and treating 
people nearer to home  in acute hospital sector 
on a gain sharing basis.  
2. A systemic proposal that is enabled by a team 
that will drive it in an integrated way is required                                                                          
3. Example of Sligo/Leitrim approach was 
notable and should be replicated/enhanced  
1. Design of programme recognises 
that all integration is local and sets out 
integrated care design principles rather 
a more constrained programmatic 
approach. The programme is intent on 
establishing structures and 
methodology whilst having an eye to 
2017/2018 service planning as an 
opportunity to scale up                                    
2&3. Proposal includes establishing a 
programme support team and amplify 
good practice such as S/L 
Risks  1. The Programme needs to show that it is not 
‘bending an upward curve’. It is challenging, 
but constant evaluation is needed 
1. evaluation a significant part and 
CCAFU involved to help demonstrate 




Health and Wellbeing: 
Thematic area Health and Wellbeing Division Feedback  Programme response 
Design principles  1. Ensure Programme Objectives are 
written from the patient’s viewpoint 
2. Having the Programme take a more 
holistic approach to the cohort group and 
ensuring that it doesn’t let Older Persons 
obtain complex needs in the first place 
1. ICP OP will engage patient reps 
as part of design in pioneer areas.                                          
2. CHO H&W lead will be 
included in project locally to 
address population issues                         
Structures  1. Who and where is the ‘control of things 
happening?’ 
2. The ‘whole triangle’ for the patient 
cohort needs to be catered for. The top 
layers can be designated for Case 
Managers  
1. Patient Rep. to be part of 
governance                     2. Patient 
held care plans to be included in 
anticipatory care planning process 
once technology etc. facilitates 
Enablers 1. Ensuring that Older Persons in 
Residential Care have access to the same 
facilities that is intended for those outside 
the Programme 
2. There is currently no stratification on the 
two ‘live’ registries (70+s; 65+s) 
3. The definition and specific purpose of 
the hub needs to be explicitly defined 
1. Anticipating needs, supporting 
patients and educating staff in 
residential care will be a key part 
of ICP OP                                                   
 2. ICP OP will work with any 
national stratification exercise                                             
3. The role and function of the 
HUB will be described in the 
implementation documentation  
Change methodology 1. The methods being adopted are viewed 
on a large-scale basis (i.e. able to roll out 
in a small pioneer area, but can roll out on 
a National Scale when eventually required) 
1.Evidence from health system 
change and lit review 
commissioned by CSPD indicated 
small test of change and scale up is 
supported by the evidence 
Risks  1. Progress from level to level may be ‘too 
fast’ 
2. Build the Programme on the 
identification aspects within the Healthcare 
sector (i.e. medical cards)  
3. The aspects of keeping people at home 
isn’t reflected in what will be delivered 
1&2 ICP OP will link into 
opportunities presented by medical 
card initiative or GP 70+ to 
address                                                               
3. Four out of five ICP OP 
objectives are associated with 




Mental Health  
Thematic area Mental Health Division Feedback  Programme response 
Design principles  1. Ensure Programme Objectives include 
the needs of older persons with a 
mental health problem, esp. in acute 
hospital setting in light of 
comorbidities  
2. Design to prioritise day to day 
operational management.  
1. MH liaison and consultation in 
design for local clinical network 
hub.                                           
2. CHO MH lead will be 
included in project locally to 
address population issues                         
Structures  1. Need to ensure governance structures  
are fit for purpose with the right mix of 
senior people at a local level 
2. Structure in ‘pioneer’ areas to be 
replicated in other areas as the norm. 
3. Develop a 2/12 integrated care forum 
for population planning.  
1.Governance structure altered as 
per recommendation 
2.MH rep in local and national 
governance structures 
Enablers 1. Ensure participants have sufficient 
seniority to unblock resources. 
2. Ensure the right people are part of the 
clinical conversation, specifically the 
manager of older persons services 
locally (or when CHOs bed down) 
1. Included as part of programme 
design in Governance structure 
2. The role and function of the 
HUB will be described in the 
implementation documentation  
Change methodology 1. Agreed on methods being adopted (i.e. 
able to roll out in a small pioneer area, but 
can roll out on a National Scale when 
eventually required) 
1.Evidence from health system 
change and lit review 
commissioned by CSPD 
indicated small test of change 
and scale up is supported by the 
evidence 
Risks  1. main risk associated with ensuring right 
personnel with key roles involved at all 
levels in pioneer areas 
• Included as recommended 
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ICP Older Persons Governance Structure 
Service User 
(AFI) 
Service user  
(AFI) 





National  ICP OP Steering Group  
National Integration 
Oversight Group  
Design Authority  
(SMT CSP)  
HSE Leadership Team 
National Clinical 
Programme Older People 
Social Care 
Division 
PJ Harnett (RMN, MBS, MSc)  University of Limerick 
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Appendix 7.  ICP OP Project Stages  
 
PJ Harnett (RMN, MBS, MSc)  University of Limerick 
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Access to lab results, radiology, previous 
letters all relevant data of the patient is 
viewable 
Same time recording of MDTM notes for 
potential review by other members 
Single view rather than multiple system 
log-ons 
Ability to attach docs for all team members 
to view 
Quick addition of patient to a worklist for 
MDT meetings 
Sharing of worklists 
Summary can be filtered by a specific 
timeframe 
Ability to jump between systems to do a 
referral 
Graphs of results over time on a flowsheet 
Make meetings more informative and 
allow for better decision making 
Ready access to fully up to date summary 
page for each patient to be discussed 
Enable efficient and effective planning 
and timely decision making at MDTs 
Ability to configure view so that each 
provider can see what they need at the 
right time to allow them make decisions 
  
The ability to remotely access (data 
during) MDT meeting 
secure messaging to organise 
meetings, share document/ minutes 
see summary of meetings that have 
taken place 
MDT Referrals system with alert 
functions both acceptance and 
rejections 
critical that discussion and decision 
made is available electronically and 
shared 
   









To ensure relevant information is available 
at the point of decision making 
Progress notes 
Email communication/internal messaging/ 
secure messaging 
Care plans 
Client timeline of inpatient/outpatient 
Notifications 
Case management functionality - ability to 
alert clinicians/ assign tasks 
Patient demographic details including 
MDT team details 
The availability of data within the shared 
care record to help the different disciplines 
coordinate the care. 
Helpful to see list of professionals 
involved, upcoming appointments, links 
to assessment reports, outpatient letters 
Cross department, cross services, cross 
organisational access to data 
  
Problem list/allergies and 
















View discharge letters 
Real time dashboard analytics, time 
lines & tracking client's journey  
Email alert to the service that the client 
is being transferred once discharge date 
is planned  
Ability to input directly into the system. 
Show change of setting (not necessarily 
a discharge but required for community 
services)  
Ability to provide discharge reports at all 
contact points with the Health service and 
forwarded to all relevant professionals 
Discharge letter being made available on 
same day basis to key stakeholders 
The summary dashboard will contribute to 
decision making of plan of care/discharge 
management  
Existing resources such as eReferral and 
secure messaging will contribute to 
streamlining effective discharge 
management. 
The ability to prescribe and order 
medications 
The ability to message/inform key 
members of our team, the receiving team 
and other relevant teams of key 
information before any imminent 
discharge.  
The ability to easily summarise care 
received during the episode of care.  
 
 
    
  










list of professionals involved, care 
plans, advanced directives 
enrolled pathways, and significant 
event history details as well as 
combined encounters 
Graphs of results over time on a 
flowsheet to highlight deteriorations 
and flag need to refer onwards 
Time line functionality; Clinical notes 
facility- 2 way synchronisation 
electronic clinical documentation / care 
plans / end of life decisions 
episode history with relevant details 
(when, where, whom, why & what was 
the problem/ action) 
alert system to advise when person in 
ED / discharged from hospital 
 
Identify frequently attending Emergency 
Department and admitted to hospital 
Any system that facilitates 
communication between the community, 
acute and primary care could be critical in 
preventing hospital admissions. 
Timely access to know what supports are 
in place for the patient in their home  
Relevant information is available to 
support safe discharge home or alternate 
pathway to admission to hospital 
  
















Agreed nursing language/terminology 
such as CHOBIC or NADA, NIC and 
NOC can be accommodated 
  
An ability to record assessment 
information onto nationally agreed core 
standardised 'smart forms' or similar for 
each discipline - same info in = same info 
out and shared! 
  
Should be part of EHR 
don't see the shared record really as a 
place for patient assessments 
Ensure linkage with any national 
developments such as current SAT tool 
Would require additional coding for 
community setting where it is often need 
or dysfunction rather than diagnosis that 






Semantic interoperability - converting 
fields to text 
Structured data entry – quicker& less 
prone to mistakes, also more useful for 
aggregate data graphs 
Ability to have full digital notes 
incorporating digital signatures 
Functionality in keeping with Healthcare 
Professional Practice Standards & 




















Patient dynamic summary at a glance 
Timeline - and the ability to click into it 
Scan in clinical documents e.g. lab 
results, letters of consent, end of life 
directives. 
Filtering information by date, lab results 
(abnormal) 
Graphs for lab results 
Notifications for new additions or 
abnormal results 
Patient status at a glance eg are they 
admitted or in community 
Medications 
Level of care required, when last 
reviewed, costs etc 
Scanned documents added to record and 
imported documents from other systems 
including the source of a document to 
aid finding same eg hospital documents 
 
Critical to success of current plan of care 
and decision making supports. 
Ability to configure view so that each 
provider can see what they need at the 
right time to allow them make decisions 
  
Whatever 'dashboard!' we get will need 
to be accessible, legible and by necessity 
quite simple 
Alerts/ Advanced care directives need to 
be highlighted/stand out. 
Unread results/ reports need to be 





















Remote access to 'dashboard' page for 
colleagues working away from base 
Email and messaging options for urgent 
alerts/info sharing 
Email alerts/ referrals/ workflow 
capability 
Ability to enter / view Narrative notes 
Very evident in the 'real time' progress 
notes to ensure that communication is 
current and relevant 
 
Chat' or 'messaging' facility would be key 
to facilitate real-time communication 
between members of an MDT/Community 
services/acute care 
Sharing with other team members 
  
Full electronic utilising mobile devices  
Ready access to colleagues in other care 
settings - HSE, Section 38 & 39, primary 










The ability for service providers to plan 
and manage workloads 
Messaging to remind patients/carers re 
planned appointments 
Caseload management functionality 
Ability to see patient lists with priority 
items highlighted 
Notifications/alerts 
Quick addition of patient to a worklist 
Shared worklists  
  
We need care coordination, structured 
validation tools and process 













Public facing page with public health 
messages 
Health promotion videos for patients 
and carers, patient education, etc 
Ability to incorporate access to patients 
and care givers 
Written and video patient information 





Good access to patient information 
materials through HSE library, Clinical 
key, etc. but incorporating links to those 










Patient record access controlled by rules 
Ability to send the patient 
assessments/questionnaires/education 
materials/video links 
Appointment scheduling and 
medication reconciliation 
Upload of home monitoring patient data 
The patient portals would allow 
collaboration if patients allow proxy 
access to the carers. 
  
Patient able to request information 



















Reporting/ Data analytics 
secondary use of data aggregated / 
anonymised to improve services 
population health management function 
Views based on role, ability to 
customise individual views to 
preferences 
Referral management 
Master Patient Index 
Role based access and consent 
Break glass to override access denied - 
useful for out of hours’ personnel to 
gain access or new members of a 
patients care team 
Local configuration to suit local 
workflows/needs or requirements  
Mobile friendly versions;  
Clinical decision support 
Seeing significance of events is really 
important drawing the user to these to 
assist in decision making, rather than a 
plethora of information in chronological 
order 
  
Virtual consultations as a key feature of 
the Shared Record  
Ability to launch secondary App eg 
NIMIS/PACS from within the record 
and display 
On line and off line access with 
synchronisation 
Clearly display of new diagnosis  
Equipment management and recycling 
services 
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Appendix 9.  Care Pathway Metrics  
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Appendix 10.  ICP OP Process Metrics 
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Appendix 11.  Older Persons Dashboard:  
a.  Overview - Local and National views 
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b.  Local view - Dashboard of Older Person Data  
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c.  National view - Dashboard of Older Person Data  
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Appendix 12.  Memorandum of Understanding (Pioneer Sites)  
Office of the Head of Operations & Service Improvement 
Services for Older People 
HSE 
Community Services Building 
Rathass 
Tralee, Co. Kerry 
 
Telephone: (066) 7199711 
Fax Number: (066) 7195609 
        Email: 
olderpeople.socialcare@hse.ie 
 
Memorandum of Understanding 
CHO XX/Hospital YY 
National Integrated Care Programme Posts, Older Persons 
 
Dear XXX, 
                   Further to our recent correspondence (Ref. Integrated Care, Older Persons 
Programme, 20 Jan 2016) I am writing to suggest that we establish a Memorandum of 
Understanding vis a vis the above posts. It is likely, given the nature of these posts (i.e. 
working across hospital and community to deliver integrated care) that issues will arise 
in terms of reporting relationships, recruitment and replacement unless we can set out 
an agreed position from the start. Integrated care, by its very nature will require posts 
to be working across care settings in order to deliver the appropriate care in the right 
setting. We will require staff to work flexibly, adopt new ways of working and develop 
new roles as a key enabler of integration to improve the quality and continuity of care 
for older persons. As indicate in previous correspondence this will be achieved by three 
guiding principles:  
Deliver a model of person-centred care where health and social care outcomes 
are interdependent.  
Recognise the complexity of older persons’ needs which require services to be 
designed and delivered in a more co-ordinated fashion. 
Responds to the need to deliver care in or as near as possible to older persons 
own homes  
Requirements of CHO X and Acute Hospital partner in 2016. 
The integrated care programme leads have begun a series of engagement with local 
leads on establishing governance structures. This is important as a first step and timely 
in the context of CHO development. We anticipate the process of recruitment will be 
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underway and as posts are advertised and get recruited, we are keen to ensure that 
agreement is reached locally as to reporting relationships operationally and 
professionally. The ICP OP is happy to assist with a management matrix that will 
address that.  
In order to ensure we get maximum impact and traction the initial requirement is that: 
The ‘core clinical team’ with responsibility for driving the development of 
integrated care for older persons will report operationally into the CHO Lead 
for Social care  
The team will be an identifiable team point of contact irrespective of 
professional reporting relationships and the location of same.  
The posts funded remain under the budgetary control of the CHO initially  
As the Integrated care model develops, health mangers initially may agree to joint fund 
or share funding of  posts as per agreed management matrix.    
As indicated previously the role of the Integrated Care Programme, Older Persons 
(including NCP OP) will be to support implementation through a number of measures. 
These include:  
Work with all relevant stakeholders locally and nationally to develop and share 
a working model of integrated care for older persons. 
Establishing a readiness framework that describes the components of integrated 
care in conjunction with the National Clinical Care Programme(Older Persons) 
Establish a governance structure that supports the development of an Integrated 
Care Model locally and nationally 
Provide guidance and support in delivering the work streams required to 
evaluate the impact of integrated care.  
Support the implementation of integrated care for older persons that harness 
existing resources or utilises new resources more effectively. 
We would ask that you would revert and confirm that you are signing up to this 
arrangement.  
If you have any queries you wish to discuss please feel free to engage with Mr. PJ 






Head of Operations & Service Improvement Services for Older People  
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Appendix 13.  Pioneer Site Readiness Assessment  
  
 
Structure Standard RAG status Comment 
Leadership and Governance An integrated governance structure is in place for planning and service improvement.
Executive leadership
There is visible organisational prioritisation of older persons’ care at executive level. This includes 
appropriate level of delegated authority and meaningfully structured and resourced to develop a new 
model of care. 
Clinical leadership Evidence of clinical engagement in process
Evidence of clinical leadership driving process improvement at hospital and community level
 Corporate support and explicit executive role for Clinical Director to effect changes as recommended 
by National Clinical Care Programme (Older Persons) 
Operational processes and Patient 
Pathways
There is a clear and demonstrable care pathway that supports care for the older person in the 
community as the default allowing them to live well in their own homes and communities.
clinial roles 
Key roles are being developed that support the older person as they navigate the system (e.g. case 
managers, CNS, HSCP, Geriatricians),optimising and enhancing care and rehabilitation in the 
community 
care process
Complex discharge planning process in place  with clear ownership demonstrated in Acute Hospital 
and Community networks.
care process Maximising the ability of the older person to remain in their own home) in place that provide in-
reach/outreach working across hospital and community.
care pathways A organisational focus on older people as an ‘at risk’ group with age attuned internal processes to 
maintain internal patient flow (intake and throughput) from the ED, AMAU to AMSSU to ward and 
home.   
care pathways A process is in place to improve Ambulatory care pathways (ref: NCP OP 2012) that addresses specific 
needs (Falls, Dementia 
A process is in place to improve pathways that address specific needs (Falls, Dementia, Polypharmacy) 
care pathways Co-horted older persons ward (Specialist Geriatric Ward) is in place which focuses on complex older 
persons needs with associated work practice and process changes.
care process A home first policy adopted by all This includes short stay beds in the community that reflect the 
needs of population who benefit from assessment, respite, rehabilitationcare process Navigation Hub: Is there a hub that provides visibility of capacity and identify process changes that 
linked to age attuned patient pathwayscare process Integrated Care Hub that facilitates community agencies working together
Evidence of Operational Grip-metrics to track and monitor above process elements:
1.       >75 yrs 24 Hr breeches, >75 yrs PET
2.       AVLoS -2-14 days and 14 days + focused on
3.       Readiness for other KPI to be collected agreed 
Understanding demand and capacity. The number of HCP, Rehab (etc) required to ensure older 
persons are treated in most appropriate setting is understood and agreed 
Resource mapping. Local resources that will help achieve a more integrated approach are mapped 
which allows for maximising of local resources and a gap analysis 
There a population health planning approach adopted by Integrated care governanace group locally 
which is focused on the needs of older people, especially those with complex needs    
Is there a process for planning which involves deliberate case finding of those most at risk (avodable 
admission, prolonged hospital stay, unecessary LTC placement) 0
Business Intelligence
Integrated planning,                         
case finding
Integrated Care Programme Older Persons, Pioneer Areas Readiness  (DRAFT)
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coverage by ICP OP
65+ in network* Long term care 




Elements of older 
persons pathway in 
development **










CHO2 Total 96548 16809
CHO3 University 
Hospital Limerick 9,324 65%
39653 11,180
541 439,909
MDT/PCAH about to 
commence
CHO3 Total 39653 11,180
25100 9,280




CHO4 Total 187194 37766
St. Lukes Hospital 


















CH08 Total 128,480 15579
 Beaumont 


















CH09 Total 410,323 44122
** MDT/PCAH=MDT Primary Care Ambulatory Hub       SGW= Specialist Geriatric Ward       FDF= Front Door Frailty Team





















SGW & MDT/PCAH 
FDF, MDT/PCAH & 
SGW 













ICP OP Pioneer Sites  Profile 
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Appendix 15.  Care Pathway Example  
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Appendix 16.  Ripple Effect of ICP OP Pioneer Site A  
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Appendix 17.  Demographic data for pioneer areas A, B and C 
 
Table 32.  Demographic data, population 65+ (2016), pioneer area A. 
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Table 33.  Demographic data, population 65+ (2016), pioneer area B 
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Appendix 18.  Expert Participants in Survey Design  
 
1. Dr. D. O’Shea, Consultant Geriatrician and Clinical Lead, National Clinical 
Programme, Older Persons Programme. 
2. Dr. E. Shelley, Consultant in Public Health Medicine, National Clinical 
Programme, Older Persons Programme. 
3. Dr. S Kennelly, Consultant Geriatrician and Clinical Lead, National Clinical 
Group Advisory Lead, Older People, Social Care Division.  
4. Ms. C. Hoey, National Practice Development Lead, Older People and Adjunct 
Lecturer, NUIG. 
5. Ms. D Lang, Director of Nursing, Older Persons, National Clinical Programme, 
Older Persons Programme. 
6. Ms H Whitty, Programme Manager, National Clinical Programme, Older 
Persons Programme. 
7. Mr D. Mulligan, Service Improvement Lead, Integrated Care Programme, Older 
Persons 
8. Mr. J Brennan, Health and Social Care Lead,  National Clinical Programme, 
Older Persons Programme. 
9. Ms. J. Hardiman, Service Improvement Lead, Integrated Care Programme, 
Older Persons 
10. Ms. D. Conroy, Senior Project Manager, Integrated Care Programme, Older 
Persons 
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Appendix 19.  Ethical Approval (Survey)  
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Appendix 21.  Pioneer site guidance document on establishing local 
governance. 
 
Establishing Local Governance Structures for Integrated Care – Guidance for 
Pioneer Sites 
 
Establishing a local governance structure across health and social care (including the third sector) with senior 
sponsorship is a fundamental starting point on the journey towards integrated care for older people (Jupp2015, 
Collins 2016).  
It is often the case that examples of governance are already well established in many areas, for example integrated 
discharge planning structures, but a broader more inclusive membership will be needed to be considered. This 
builds on informal professional and managerial networks and fulfils a number of key functions (Nicholson et al., 
2013).  The function of the local governance group will be to: 
 
• Ensure a sustained focus on the development of services for a local identified 
population of older people 
• Ensure appropriate clinical and operational leadership to develop and design services 
is supported and implemented 
• Ensure the voice of older people is central to planning and design of these services 
• Support the local and national evaluation of services in order to drive service 
improvement. 
• A key function of the governance group is to be an enabler of integrated care. This 
governance group must be in a position to make decisions, and so individual members 
must have sufficient seniority within their respective organisations to facilitate this. 
The Governance Group is a high level group that is there to guide a local implementation group, enable decision 
making locally, and escalate issues requiring national input when required. As a guide, once the development of 
integrated care pathways is established this group may only need to meet twice of three times per year. To facilitate 
communication between the Governance Group and the Local Implementation Group a small number of 
individuals may need representation on both groups, e.g. the clinical lead and managerial lead for integrated care.  
A local implementation group sits below the governance group and focusses on implementing integrated care and 
the decisions of the governance group. In deciding on the optimum membership of the local implementation group 
a key starting point for consideration is the ICPOP Older Persons Service Model. If this structure is to fulfil its’ 
role across the breadth of the end to end pathway for older persons it is important that the membership is 
representative of the four core areas of Living Well with Supports; Community Healthcare Network; Ambulatory 
Care Hub; and Hospital Care.  
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The membership and function of the Local Implementation Group can be described as follows:
 
The scope of this implementation group would also address the following; 
• To ensure the project remains aligned with the 10-step framework approach to integrated care described 
by the ICP-OP. 
• To ensure the project remains within scope, is implemented within agreed timelines and within allocated 
budget.  
• Set up working group teams as required managing elements of the project work. 
• To oversee the development and operation of the integrated care team and to ensure that dependencies 
between individual work streams are managed and their work remains aligned with the model of 
integration described in the Older Persons Service Model. 
• To ensure the project makes the most of existing resources for older adults. 
• To escalate emerging issues which need to be addressed by the governance group. 
• To ensure that national education programmes relevant to the care of older adults are offered to key staff 
locally (e.g. National Frailty Education Programme) 
 
Example of local governance structures; 
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